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~Lupus Erythematosus” 
Arthur R. Weodburne, M.D., and Osgoode S. Philpott, M.D. 


Denver, Colorado 


For many years lupus erythematosus has been of 
Imost exclusive interest to dermatologists. During 
he past 25 years since the work of Libman-Sacks! 
and others a great general interest has been shown 
by internists and general practitioners in this group 
of diseases. Dermatologists, because of their longer 
interest in these patients, have learned much about 
this disease. There are many pitfalls into which the 
unwary practitioner may fall in handling these pa- 
tients. 

The diagnosis is complicated by many difficul- 
ties in both chronic and acute forms, and treatment 
is equally hazardous since injudicious use of the 
gold salts or any of the other standard methods such 
as removal of foci of infection may be attended by 
serious and in many instances fatal complications. 
It is the purpose of this paper to discuss this dis- 
ease in an effort to outline proper methods of in- 
vestigation and treatment so that these many un- 
toward complications may be best avoided. 

Lupus erythematosus is a systemic disease, by 
many? considered to be a manifestation of a pro- 
found general collagen disturbance of the body. 
The association of the word “lupus” leads to a con- 
fusion with tuberculosis with which lupus erythema- 
tosus has only a questionable and not clearly defined 
relationship. 

Clinically the disease is recognized in several dif- 
ferent forms: the chronic type, the subacute type 
and the acute disseminated variety. 


Chronic Discoid Lupus Erythematosus 


The chronic form of this disease is characterized 
by 0.5 to one cm. and often larger plaques, usually 
over the nose and cheeks, more rarely on the back of 
the hands, but practically always on exposed sur- 
faces. These plaques are usually first edematous 
papules which enlarge, become dry and are covered 
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by a dry, horny scale. The lesions increase in size 
by peripheral extension and the center becomes dry 
and scaly, later showing atrophy and in some areas 
definite atrophic ‘scars. As the inflammation sub- 
sides the dry scale is characterized by horny plugs 
extending into the follicular orifices. After months, 
or years, the center of the lesions become atrophic 
and the plaques may show all the features of lupus 
erythematosus—erythema, scaling and atrophy. These 
areas commonly go on to healing with or without 
treatment after a great variation in time, and when 
healed show a noncontractile scar. Some areas of 
these scars show telangiectases and a surface stippled 
appearance with prominent dilated follicles. Rarely 
areas heal with almost imperceptible atrophy. 
Patches are seen in the scalp and are seen here as 
scarred areas of alopecia with relatively little in- 
flammatory reaction. Dry, silvery, scaled areas of the 
lips are not uncommon and more rarely roughened 
erythematous patches may be seen on the buccal 
and lingual mucous membrane. 

Chronic discoid lupus erythematosus is usually 
characterized by soft, enlarged and nontender re- 
gional lymph nodes, but by no other evidence of 
systemic disease. The blood count, urinalysis and 
sedimentation rate are not altered. 


Subacute Lupus Erythematosus 

This form usually is seen as edematous, erythema- 
tous patches of the cheeks, face, dorsa of the hands, 
arms, upper chest and neck. The plaques do not 
show the typical scale with carpet tack plugs and 
rarely any atrophic changes. The onset of these 
lesions is usually much more explosive than the 
chronic form, and rapid spread is usual. Symmetri- 
cal arrangement of the eruption is usual. The 
course of this form of the disease is varied, in most 
the eruption fades and a few of the patches will 
assume the form of the chronic discoid variety show- 
ing erythema, scale and atrophy while most will dis- 
appear leaving no trace on the skin. The importance 
of this form of the disease is that it may rapidly 
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progress to the usually fatal acute form or involute 
showing the characteristic picture of the chronic 
discoid form. 

Evidence of systemic disturbance usually is 
slight. There may be a slight leukopenia and an 
elevation of the sedimentation rate to 20 mm. per 
hour but rarely higher. 


Acute Disseminate Lupus Erythematosus 

The acute form of this disease, fortunately rare, 
is a grave systemic disorder accompanied by se- 
rious constitutional symptoms and characterized by 
many and varied signs. The skin lesions may 
be seen early, late or not at all. Onset with arthralgia 
or hydrops of larger joints is a common form, others 
show polyserositis with pleuritic, pericardial or 
peritoneal effusion; enlarged tender spleen and liver 
are not uncommon early signs of the disease. A 
persistent septic temperature is almost a constant 
finding with this form, albuminuria is usual, leu- 
kopenia and a greatly elevated sedimentation rate 
are regularly seen. Loss of appetite, nausea, vomit- 
ing or diarrhea are not uncommon symptoms. 

A vegetative endocarditis with embolic phe- 
nomena and sterile blood culture is not uncommon, 
and most observers are of the opinion at present 
that the Libman-Sachs! syndrome is one manifesta- 
tion of this disease. The above systemic manifesta- 
tions progress with increasing intensity, wasting, 
elevation of temperature and leukopenia with a 
usually fatal termination in a period of several 
months. 

The skin manifestations are varied but are in 
general characterized by erythema and edema with 
little scaling and very rarely any typical carpet tack 
plugging. 

The areas of predilection are in general the ex- 
posed surfaces; however, general macular and 
plaque-like lesions are sometimes seen. 

A skin manifestation of grave prognostic import 
is the erythematous linear and edematous patches on 
the terminal pads of fingers and toes. These become 
dry and occasionally gangrenous, healing at times 
with linear scarring of finger and toe tips. 


Etiology 

Lupus erythematosus is much more common in 
women than in men and usually manifests itself in 
the 20-30 decade. Rarer cases are seen in young 
children and occasionally in people 60-70 years of 
age. 

Foci of infection are felt to be definite contribu- 
tory factors and all possible sources should be in- 
vestigated, especially teeth, tonsils, gall bladder, 
prostate and the pelvic organs in women. The time 
to remove evident foci, however, should be care- 








fully chosen since any shocking procedure in the 
subacute or acute varieties may rapidly lead to com. 
plete dissemination and a rapid fatal outcome. Mos: 
American observers now feel that, while the disease 
was originally associated with tuberculosis, that tu- 
berculosis in our cases is seen only as a sensitizing 
focus in a few cases and has no specific factor in 
the disease. 


Sunlight and various sources of actinic radiation 
serve as a ttigger which sets off the explosion in 
many cases, and we have seen many cases in which 
the onset of a chronic disease or acute dissemination 
immediately followed acute sunburn. Klemperer“ 
and his associates have studied at post-mortem many 
cases of this disease, and their opinion is that lupus 
erythematosus is a disease manifest primarily in the 
collagen tissues of the body, especially of the smalle: 
vessels causing a profound change in the physio- 
chemical structure of the fibers and ground sub- 
stance. As to just why and how these changes have 
been produced the theories are legion. The general 
view, however, is that these changes have been pro- 
duced by chronic infection sensitizing the organism 
so that sunlight, actinic rays and other shocks may 
precipitate this physio-chemical change in fibers and 
ground substance of the collagen tissue. 

The clinical course depends on the degree of 
sensitivity of the individual; in some the chronic 
comparatively. benign form of the disease will de- 
velop, in others the rapidly fatal acute disseminate 
variety will supervene. 

A nonspecific positive serologic test for syphilis 
is a common finding in lupus erythematosus. In 
some series this finding has run as high as 40 per 
cent of the cases.3 

The “Hargraves”* or “L. E.” cell is a blood cell 
found by staining bone marrow smears which has 
been found only in cases of lupus erythematosus 
and in general only in the acute form of the disease. 
This cell has proved to be a big help in establishing 
the diagnosis of lupus erythematosus in those acute 
cases in which no characteristic skin findings are 
found. The “L. E.” cell is a polymorphonuclear neu- 
trophile which has phagocytized chromatin from de- 
generating blood cells. Large vacuoles are seen in 
the cytoplasm of these polymorphonuclear leucocytes 
in which chromatin material is easily demonstrated 
on staining of bone marrow smears. It is though 
that these cells are a manifestation of circulating 
toxins since the addition of blood serum from a pa 
tient with acute disseminate lupus erythematosus 
incubated with normal heparinized bone marrov 
will result in the formation of these “Hargraves 
cells in the normal bone marrow. These cells have 
not been demonstrated in any other morbid cond)- 
tion. 
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Treatment 

In chronic discoid lupus erythematosus physical 
and laboratory findings are normal. The skin le- 
sions are the only diagnostic finding. In these cases 
vigorous treatment is possible without danger. The 
use Of gold salts has given the most generally sat- 
isfactory results. Gold sodium thiosulphate intra- 
venously or the colloidal gold salts intramuscularly 
are usually used. The dose should be started at 10 
milligrams and increased 10 milligrams per dose, 
ne injection per week until a 50 milligram dose is 
reached. The treatment is then continued with 
weekly injections of 50 milligrams each. This may 
have to be continued for three months. If the lesions 
are not largely well at the end of this time, it is wise 
to give a rest period of two or three months, and 
then resume treatment. 

Before active treatment is instituted a search for 
foci of infection should be completed and any def- 
inite foci should be removed. 

Patients should be warned of the harmful effect 
of actinic rays and should be protected at all times 
from their harmful effect. A broad brimmed hat 
should be worn when outdoors and protective pastes 
or creams should be used on exposed skin areas. 
Ultraviolet light and x-ray are definitely contra- 
indicated in the treatment of any form of this dis- 
ease. 

Quinine by mouth is an old standard treatment 
in this disease but is usually not nearly as effective 
as the gold salts. However, in cases showing any 
constitutional reaction it is wise to start treatment 
with it in doses of 10 grains three times a day. 

Bismuth subsalicylate in doses of one or two cc. 
intramuscularly once a week is very effective in 
some cases. We have found bismuth particularly 
effective in this disease in the Negro and other dark 
skinned races. 

All these methods of treatment should be checked 
periodically by urinalysis and blood count. Any evi- 
dence of albumen, leukopenia or elevation of the 
sedimentation rate should call for further study of 
the patient and extreme caution in continuation of 
the above procedures. ~ 

In chronic cases showing old inactive areas the 
intradermal injection of gold sodium thiosulphate 
under the lesions is somewhat effective. We have 
also had some help by freezing these areas with solid 
carbon dioxide. 

In the subacute case the early treatment should be 
limited to the cautious elimination of infection, 
building up of the general health by the use of 
intramuscular crude liver extract, a high vitamin 
and high protein diet and a good rest regime and 
protection from actinic rays. After a few weeks of 
observation the cautious use of quinine by mouth or 
bismuth may be tried. If there is no unfavorable 
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reaction gold may then be tried, beginning with 
five milligrams and increasing the dose by five 
milligrams each week. I cannot stress too definitely 
the danger of any shock therapy in subacute lupus 
erythematosus. On several occasions we have seen 
the too energetic treatment of these patients pre- 
cipitate an acute and fatal dissemination. 

In acute disseminate lupus erythematosus we must 
first rely in therapy on complete bed rest, tonic 
medication such as intramuscular injections of crude 
liver extracts, transfusion, high protein diet and 
general vitamin supplement. The antibiotics should 
be used if any infection is present; however, the 
sulfonamides are contraindicated because of their 
photosensitizing action. None of these agents has 
shown any specific action in the disease and one is 
used only to control intercurrent infection. Intra- 
venous glucose is sometimes helpful, and quinine 
to tolerance has proved helpful in some. In case re- 
mission ensues and the patient is fever free a course 
of bismuth may be tried very cautiously. 

Salicylates in very large doses have been effective 
in some cases. Here the dose must be pushed to 
100 to 150 grains per day. Curtis and his associates 
have reported good results with the use of para- 
amino benzoic acid in large doses by mouth.> After 
prolonged remission minute doses of one of the gold 
salts may be tried. This is a dangerous procedure 
and must be undertaken with great care. 

Local treatment in the acute cases must be lim- 
ited to very simple and nonirritating procedures. 
Cool, wet dressings and simple emollients and pro- 
tective preparations only should be used. 


Prognosis 

The unpredictable nature of this disease, with its 
tendency to recurrence, is such that we know little 
of the ultimate outcome in any large series of cases. 
Most of the chronic cases involute with residual 
scarring and defects of the skin of the face. Scars 
of lupus erythematosus have a marked tendency to 
the development of squamous cell carcinoma in later 
years and this must be watched for and treated care- 
fully. However, some cases when they recur assume 
a more acute form, and, if extreme care is not used 
in their management, may develop the acute dis- 
seminate form of the disease. Extreme care must 
always be exercised in the care of the subacute group 
to prevent dissemination. Acute disseminate lupus 
erythematosus has a decidedly unfavorable prognosis 
and a fatal termination ensues in a great majority 
of the cases. 

Conclusions 

A general survey of lupus erythematosus has been 
briefly given in an effort to point out proper meth- 
ods of care in the various forms of the disease. 

We have tried to particularly stress pitfalls in the 
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handling of these cases which may lead to dangerous 
and even fatal mistakes in therapy and have par- 
ticularly cautioned against any shocking therapy in 
those cases showing any systemic reaction. 
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The Indeterminate Chest Lesion 
John G. Shellito, M.D.* 


Wichita, Kansas 


Introduction 


Interest in thoracic disease has increased rapidly 
during the past 10 years. The surgeon has found the 
thorax accessible, and the internist, bronchoscopist, 
radiologist, bacteriologist, and pathologist have all 
rendered great assistance in overcoming our in- 
ability to diagnose an unknown chest lesion. Most 
of the efforts have been directed against carcinoma 
of the lung which now appears, according to Ochsner 
and DeBakey,' as a more common malignant lesion 
than cancer of the stomach. 

All patients suspected of a chest lesion should have 
the benefit of a good history and physical examina- 
ton. However, many lesions in the thorax are dis- 
covered in a chest x-ray by a mobile x-ray unit or 
by the examining physician ip a routine chest film. 
Often these patients complain of nothing at all. 

Given a lesion discovered by x-ray or any other 
method, there are many procedures available to aid 
us in the diagnosis. The first of these is the roent- 
genogram. A lateral film is always required to lo- 
calize the lesion in the antero-posterior plane. Spu- 
tum may be collected and studied for fungi and 
other pathogenic organisms. The sputum may also 
render much information in the hands of a good 
pathologist. Woolner and McDonald? have been 
able to confirm the diagnosis of carcinoma of the 
lung in 95 per cent of cases with an incidence of 
two per cent false positives. Bronchoscopy may vis- 
ualize the lesion, and in such instances it is often 
possible to obtain a biopsy. The bronchoscopist may 
also collect secretions and irrigations from the sus- 
pected area of the lung, and send the material to the 
pathologist for cell study. If pleural effusion is 
present, this fluid may make the diagnosis in the 
hands of the pathologist or bacteriologist. 

In spite of the above methods of study, a lesion 
of the lung may resist all efforts of diagnosis. In 
approximately 25 per cent of cases, this will be true. 
If the classic signs of inoperability are not present, 


*From the Devartment of Surgery, The Wichita Clinic, Wichita, 
Kansas. 


such as bloody pleural fluid, fixed vocal cord, paraly- 
sis of the diaphragm, or distant metastases, it is far 
better to give the patient the benefit of exploratory 
thoracotomy than to “watch the lesion.” 


Benign Lung Lesions 


In considering the benign lung lesions, the hamar- 
toma is one of the most interesting lesions we know. 
This tumor of the lung contains tissue normally 
found in that organ, but which has undergone an 
abnormal growth. These tumors are hard, grow 
from many centers, and feel almost cartilagenous or 
“fibroid” like. They are benign, easily shelled out, 
and do not recur. They are often mistaken for can- 
cer. 

The remainder of the benign lesions of the lungs 
consist mainly of cysts. The first of these is the 
enteric cyst, also called a bronchogenic cyst. This 
lesion is thought to be due to an error in develop- 
ment and considered by some pathologists to be a 
lung bud or lobe bud that has failed to develop. A 
celomic cyst is due to defect in diaphragmatic de- 
velopment in the embryo and is often found at the 
junction of the pleura and the pericardium in the 
lower part of the thorax. This cyst is also called the 
pleural pericardial cyst or the spring-water cyst. 
Empyema, which is now on the decline in this coun- 
try due to the effects of our antibiotic-agents, needs 
no further discussion. Dermoids and teratomas are 
the defects in development so common in all of our 
experience. These are found in the mediastinum 
more often than in the peripheral lung field. 


Infections and Granulomas 


Tuberculosis is still the most common infection 
of the lung known today. The difficulty is not in 
making the diagnosis, but in being sure that a ques- 
tionable lesion is not something else, such as a 
granuloma. Tuberculosis will mimic almost any 
known disease of the lung including carcinomas. 
The most difficult differentiation is its separation 
from the other granulomatous lesions of the lung 





NOVEMBER, 1950 


which have come into prominence during the last 
five years. 

ASPERGILLOSIS: The first case of acute ful- 
minating Aspergillosis was reported by Delikat and 
Dyke? in England in 1945. The patient was thought 
to have had an obscure type of pneumonia. The 
disease, as such, is relatively rare in this country. 


BLASTOMYCOSIS: Blastomycosis, as found on 
the North American continent, has long been asso- 
ciated with patients from farm areas and slums of 
large cities. The infection is usually primary in the 
skin where it may remain localized for months or 
years. The systemic invasion of the host is often 
via the lungs, the first sign being that of a common 


upper respiratory infection. As the disease becomes . 


more fulminant, dyspnea, cough, bloody sputum, 
weight loss and fever become evident. The physical 
signs are those of pneumonia, lung abscess, or ad- 
vanced pulmonary tuberculosis. This disease may 
simulate lymphobiastoma by enlargement of the 
hilar and mediastinal lymph nodes. The roentgeno- 
gram may appear to be miliary tuberculosis. A dis- 
crete, round, solitary lesion of the lung is rare. In 
some patients the cough, bloody sputum, and chest 
pain due to pleural involvement, will suggest a neo- 
plastic process. 

The organism may be isolated from the sputum 
or from the lesions in the skin. 

The association of cystic bone lesions with the 
pulmonic manifestations of this disease is common. 

COCCIDIOMYCOSIS: Coccidiomycosis was first 
described in the United States by Rixford* in 1894. 
It is an epidemic disease caused by the Coccidiodes- 
imitis with a well known endemic focus in the San 
Joaquin Valley of California. One attack of the 
disease is thought to confer immunity. During the 
past war, the disease was well studied among the 
members of the armed forces. It has since become 
apparent that the disease is prevalent in places other 
than California. 

The initial acute stage of the disease is “flu-like,” 
and carries a minimal mortality rate. Good> has 
divided the disease into acute, persistent, and dis- 


seminated forms. Coccidiomycosis not only mimics - 


tuberculosis and acute pneumonic lesions in the 
earlier stages, but will look like lymphoma, meta- 
static and primary malignant lesions as well. It is 
felt that the coccidiodal granuloma of the lungs is 
found in the disseminated phase of the disease. Ac- 
cording to Sweigert ‘and Turner, cavitation of the 
lungs occurs in 7.8 per cent of the patients. Hilar 
adenopathy is usually marked. 

HISTOPLASMOSIS: Histoplasmosis is a rare 
affectation of the lung, the proof of which lies in 
the isolation of the round, globular, encapsulated, 
yeast form from the sputum or from the resected 
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specimen. The disease suspect may include any of 
the granulomas, tuberculosis, or a common pneu- 
monia. 

MONILIASIS: Monilia is a common inhabitant 
of the mouth and nasopharynx and is usually a sec- 
ondary invader of almost all of the lung infections. 
This organism is a yeast and frequently is found as 
an invader in pulmonary suppurative disease. 

TORULA: Torula is often called Torula histo- 
lytica or Debarmyomyces neoformans. The organ- 
ism is a spore former and the usual pathology is a 
meningoencephalitis in children; however, it can 
infect the lungs, and there are a few cases reported 
in this country. The diagnosis is usually made by 
the isolation of the rounded yellow bodies in the 
cerebrospinal fluid. 

ACTINOMYCOSIS: Actinomycosis bovis is the 
familiar ray fungus. This organism has an excep- 
tionally poor regard for fascial planes and is prone 
to develop sinus tracts. Sulfur granules are not nec- 
essarily found in the presence of an infection due 
to actinomycosis. 

Cope’ in his review of 1,330 patients found the 
thorax involved in only 15 per cent. 

Actinomycosis is also a common inhabitant of 
the mouth, being normally found in the tonsillar 
crypts and in carious teeth. Kay® feels that involve- 
ment of the lungs is usually secondary to inhalation 
from the primary focus, the mouth. 

The disease is characterized by a low-grade in- 
fection with exacerbations and remissions. The 
radiologic picture, according to Peterson,? may sim- 
ulate any non-inflammatory process in the lungs, in 
addition to lymphoblastoma, primary and metastatic 
carcinoma. 

Thoracic surgery upon the patient afflicted with 
actinomycosis is often complicated by empyema and 
sinus tract formation. The results of lobectomy are 
much better if the involved portion of the lung is 
extirpated before the development of a sinus tract. 
It is obvious that if such is accomplished and no 
sinus tract or empyema develops, the hospital stay 
will be much, much shorter. 


CARCINOMA: It is in the field of ‘carcinoma 
that the impetus for early diagnosis is the most nec- 
essary. Malignancy of the lung has become as com- 
mon a killer as carcinoma of the stomach. Accord- 
ing to Evarts Graham,!° it is primarily a disease of 
males with a ratio of 6:1. Bronchogenic carcinoma 
usually arises in a major bronchus. The most com- 
mon symptom is cough and the second most com- 
mon is hemoptysis. If the patient is so unfortunate 
as to have a carcinoma arising in a somewhat peri- 
pherally placed bronchus, these two cardinal signs 
may not be observed. Weight loss is usually a fea- 
ture. Pain is a late symptom and when coupled with 
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hoarseness due to involvement of the recurrent 
laryngeal nerve, is usually indicative of inopera- 
bility. However, some of these cases have been sal- 
vaged in late years, and this is not always an ab- 
solute indication of inoperability. 

We have as our aids in diagnosis the x-ray, the 
bronchoscope, and the examination of sputum and 
bronchial washings. By all the methods available 
to us, only 75 per cent of patients will come to sur- 
gery with a presumptive diagnosis, the remainder 
must be operated upon with only a suspect or in- 
determinate diagnosis. Graham!° feels that only 25 
per cent of the cancers of the lung will be resectable. 
An additional 32 per cent preoperatively will be 
considered explorable, and the remaining 43 per 
cent will be inoperable when first seen. The mor- 
tality rate is now five to six per cent. The five-year 
survival rate of those operated upon is now thought 
by Graham to be 28 per cent. The resectability rate 
is approximately the same as cancer of the stomach. 

In a review of 100 patients operated upon as in- 
determinate lung lesions, Clagett!! discovered that 
65 per cent of the unknown lesions were found to 
be cancer. 
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Conclusion 


When presented with a lesion of the lung, we 
must use every means at our command to try to 
arrive at a diagnosis. Failing in this, we must ex- 
plore the patient as an indeterminate lesion. 

The risk of exploratory chest surgery is now less 
than six per cent. Certainly the patient deserves an 
exploration to determine the nature of the lesion, 
rather than to be subjected to care in a sanatorium, 
or to be watched until the lesion is inoperable. 
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Fibrosarcoma 


Robert Wright, M.D.* 


Fibrosarcoma is a term which is sometimes used 
to connote a neoplastic condition of fibroblastic 
elements. Considerable confusion exists in certain 
instances of sarcoma of soft tissues as to origin and 
terminology. For example, such terms as neurofibro- 
sarcoma, neurogenic sarcoma and neurogenous sat- 
coma are frequently used by various authors to des- 
ignate similar, or identical, tumors. This variation 
in terminology does nothing to aid in the diagnosis 
of these tumors, but merely adds to the confusion 
surrounding their etiology. 

This confusion has been very ably elucidated by 
Stout! in a recent article. According to Stout, the 
fibrosarcomatous cell is usually a spindle shaped 
cell containing clear cytoplasm and a conformed 
nucleus. The cell itself has many processes which 
are thick and thin, which are called, respectively, 
collagen and reticulin fibers. The reticulin fibers 
interlace and intertwine the cell body. The cells and 
fibers are arranged in interlaced bands, which may 
be so related as to produce long, sweeping curves 
of an obtuse character. 

On the other hand, they may interdigitate and 
the curves be more acute which would, on cross sec- 
tion, give an entirely different picture than that 
seen in the former relationship. These tumors show 
a rather wide variation in rate of growth and in- 
vasiveness. They may run an abated course for years 
to terminally show an accelerated rate of growth. 
At times this change is associated with some injury, 
such as inadequate surgery, actual trauma, x-ray, etc. 
Stout cites 36 cases arising in scar tissue and four 
cases occurring in previously irradiated tissue. These 
tumors spread by the following methods in order of 
frequency: direct invasion, hematogenous and lym- 
phatics, the latter being rare. 

Biopsy is of help but the tumor is not always 
hemogeneous and the section may not represent the 
entire tumor. Some parts of this tumor may be well 
differentiated and others highly anaplastic. Diag- 
nosis should be based on the areas of greatest ana- 
plasia. 

Treatment of choice is extensive excision, both 
deep and wide. Frequently these tumors are insuf- 
ficiently excised. One centimeter does not equal 
infinity. Records show that 60 per cent of these 
tumors recur and usually they become more undif- 
ferentiated with each recurrence. If nerves, vessels, 
etc., are involved, they should be excised. Amputa- 
tion is indicated if the lesion involves a vessel of 
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an extremity whose continuity is essential. Radical 
amputation is indicated if the lesion occurs high on 
the extremity. During the past two years we have 
had the opportunity to see five cases of fibrosarcoma 
at St. Margaret's Hospital. 

Case 1. M. H., a 63-year-old white female, was 
admitted in June, 1947, complaining of a growth 
on the left temporal region which was ulcerated in 
character and measured 13 by 15 by 1% cms. Her 
history was as follows: 

1. In 1932, a sebaceous cyst was excised from 
this region. 

2. In 1936, the cyst had recurred and was treated 
with radiation therapy. 

3. In 1939, it recurred and was excised again. 

4. In 1943, it was excised and diagnosed as a 
benign fibroma. 

5. In 1945, it was again present and excised. 

6. In 1946, the lesion recurred and she received 
massive doses of x-ray therapy. Shortly thereafter 
the lesion ulcerated and began to grow rapidly, at- 
taining its present size. The lesion was excised with 
a one-centimeter margin down to the temporalis 
muscle. Seventeen days later the defect was cov- 
ered with a split thickness skin graft. The patient 
was discharged 12 days postoperatively with gen- 


_ eral condition satisfactory. 


7. In 1948, the patient was readmitted with re- 
currence along the edge of the operative scar. This 
was excised and the patient dismissed. 

8. In June, 1948, she developed another recur- 
rence at the site of the previous excision. This meas- 
ured three by four by 144 cms. This lesion was 
excised and the patient discharged. 

9. She was last seen in October, 1949, at which 
time she was readmitted with recurrence in the line 
of the previous excision. This was excised and the 
patient discharged with “general condition satisfac- 
tory.” Microscopic examination of all the material 
removed revealed it to be a fibrosarcoma. 

Case 2. C. J., a 47-year-old colored female, was 
admitted in July, 1948, complaining of a tumor on 
the right shoulder which she first noted in 1945. It 
was painless and grew slowly until one year prior 
to admission, then began to grow rapidly and be- 
came quite painful. The lesion was approximately 
six cm. in diameter, soft, fluctuant, not attached to 
underlying structures or skin. It was excised with 
a preoperative diagnosis of lipoma. Microscopically 
it was demonstrated to be a well differentiated fibro- 
sarcoma. Eighteen days later a wide excision was 
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done, including part of the trapezius muscle with 
overlying fascia. Microscopically the excised muscle 
was invaded with tumor cells. 

Case 3. F. O., a 22-year-old white female, was 
admitted in July, 1948, complaining of pain, numb- 
ness, tingling of the right arm and a tumor in the 
right axilla. Her history revealed that she first noted 
the tumor in 1938. A biopsy was done in 1939, and 
a diagnosis of fibroma was made. From 1939 to 
1943, the lesion grew to be eight by four cm. in size. 
It was excised at that time. However, it was noted 
that the medial trunk of the brachial plexus was in- 
volved. Microscopically it was a fibrosarcoma. | 

In March, 1949, the patient was readmitted with 
a tumor on the right shoulder which measured three 
by two by 114 cms. It was excised and microscop- 
ically was shown to be a cystic myoblastoma. 

The patient’s next admission was in November, 
1947, following reappearance of a <umor in her right 
axilla. She stated that four months prior to ad- 
mission she developed pain along the inner surface 
of the right arm and the right side of the neck. One 
month before admission she noticed the tumor in 
her right axilla. Physical examination revealed the 
tumor to be 314 cms. in diameter, firm, tender and 
fixed. It was excised along with 10 cms. of the in- 
volved antibrachial cutaneous nerve. 

The patient was readmitted in July, 1948, com- 
plaining of pain in the right elbow and of a tumor 
in the right axilla which had been present for two 
months. At surgery the mass was found to have in- 
volved the axillary artery and vein. At this time a 
shoulder girdle type of amputation was performed. 
Her postoperative course was uneventful. This pa- 
tient, when last seen in October, 1949, was alive and 
well without any evidence of recurrence. 

Case 4, C. E, a 51-year-old white male, was 
admitted in September, 1948, complaining of pain 
in the left hypochondrium and a tumor in that re- 
gion. History revealed that 19 years prior to ad- 
mission he first noticed a small tumor of the left 
hypochondrium. This tumor grew very slowly for 
13 years and then began to increase in size quite 
rapidly. 

In 1946, he was admitted and at that time the 
tumor measured seven by 14 cms. in diameter and 
had infiltrated the abdominal wall. The lesion was 
excised and was seen to have involved the anterior 
sheath of the rectus abdominus muscle. Microscop- 
ically. the lesion was diagnosed as a fibrosarcoma of 
Desmoid variety. The patient then received two 
series of 12 x-ray treatments, totaling 16,300 r. The 
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patient was then symptom-free until June, 1948, 
when he gradually developed pain in the left hypo- 
chondrium and noticed the tumor was recurring. In 
September, 1948, the tumor was radically excised. 
The defect was closed with difficulty and ultimately 
broke down. A pedicle graft closure was attempted 
but failed. The patient is now alive without disease 
but the defect is healing slowly. 

Case 5. F. W., a 51-year-old colored male, was 
admitted in July, 1948, complaining of a tumor on 
the medial, posterior and superior aspects of the 
right thigh. The patient stated that he first noticed 
the tumor in September, 1947, that since that time 
it had grown very rapidly. The lesion was excised 
with a preoperative diagnosis of lipoma. Micro- 
scopically it was found to be a fibrosarcoma. The 
patient was advised that a hemipelvectomy should 
be done. He refused surgery and was discharged. He 
returned in January, 1949, requesting that an am- 
putation of the leg be done because of severe pain. 
A right hemipelvectomy was done under endo- 
tracheal anesthesia. The patient had an uneventful 
postoperative course. Pathological examination re- 
vealed the lesion to be a fibrosarcoma which had 
widely invaded the surrounding soft tissue. 


Summary 

Characteristics of fibrosarcoma have been given. 
Wide excision, even to the point of radical amputa- 
tion, is advised. Five cases of fibrosarcoma have 
been reported showing the wide variation of age of 
onset, race, average duration of the disease from 
onset until admission to hospital and the number 
of excisions per patient. 


Conclusion 

1. Fibrosarcomata vary greatly in degree of ma- 
lignancy. 

2. They have a high rate of local recurrence. 

3. They do not metastasize readily until late. 

4. They are very invasive. 

5. Wide local excisions with sacrifice of im- 
portant structures, if involved, are necessary for a 
cure. 

6. If wide local excision is not sufficient in an 
extremity, amputations to the point of interscapulo- 
thoracic or hemipelvectomy should be done in some 
cases. 

7. Fibrosarcomata for the most part are radio re- 
sistant. 
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Abdominal Aneurism—Presentation of a Case of 


Upper and Lower Aortic Aneurism of Different Etiology 
E. M. Fillman, M.D. 


Abdominal aneurism occurs infrequently. The 
symptoms are protean, and may simulate abdominal, 
genito-urinary or skeletal disease. If a pulsating ab- 
dominal mass is present the diagnosis is made easier. 
In the absence of a palpable mass the diagnosis is 
rarely made before surgical exploration or necropsy. 
Abdominal aneurism generally occurs in the age 
group between 60 and 80, predominantly in males 
suffering from chronic hypertension and advanced 
arteriosclerosis. In most instances the victims are 
those who have performed heavy manual labor. 

The large majority of cases of abdominal aneurism 
are due to arteriosclerosis and are fusiform in type. 
Syphilitic mesarteritis is much more prone to occur 
in the thoracic segment of the aorta and results in a 
saccular type aneurism. Other less frequent causes 
are perforating abdominal stab or gunshot wounds 
and contiguous vascular disease with secondary in- 
jury to the aortic wall. In the arteriosclerotic type 
of aneurism the arterial wall is weakened as a result 
of degenerative changes occurring primarily in the 
media. Initially thickening of the intima and hyalin- 
ization of the media occurs. Later atheromatous 
placques and ulcers may form, all this contributing 
to the destruction of elastic and fibrous tissue com- 
posing the media. The weakened wall gives way 
under constant strain forming a diffuse dilatation, 
the outer wall consisting of a thickened sclerotic ad- 
ventita. In most instances a dark brown laminated 
clot is formed and hammered down into the de- 
pression by the pulsating column of blood. Rupture 
is most likely to occur at a point near the origin of 
the sac from the aorta. 

The blood extravasates in the retroperitoneal area 
on one or both sides of the spine. The leaves of the 
mesentery, Gerota’s fascia, and diaphragm, are fre- 
quently infiltrated. A few cases have been reported 
of rupture into the stomach and duodenum. 

Vertebral erosion is rarely produced by a fusi- 
form type aneurism. Since arteriosclerosis of the 
aorta results in an elongation of the tube and some 
tortuosity, the aneurism does not necessarily lie 
against the vertebral column. This is in contrast to 
the sacculated type of syphilitic aneurism occurring 
in the thoracic aorta which commonly produces ero- 
sion of one or two veterbrae but not the interver- 
tebral disc. 

Abdominal aneurisms usually arise from the aorta 
distal to the origin of the rerial arteries although 
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they also occur near the diaphragmatic hiatus, the 
Celiac axis, and also commonly at the bifurcation 
of the iliacs. 

The clinical symptoms produced by aortic aneur- 
ism are variable and depend to some extent on the 
size and location of the aneurism. The pain present 
with a syphilitic saccular type aneurism is usually 
due to vertebral erosion and nerve root compression. 
Large and frequent doses of opiates are necessary to 
control the resulting constant severe radicular type 
pain. The type of pain produced by the arterio- 
sclerotic fusiform aneurism is in no way constant. 
Frequently there is lower abdominal pain radiating 
into the groin area and down the thighs. The pri- 
mary complaint may be of sacroiliac and hip pain. 
Pain may be felt in the lumbar area of either side 
which radiates around the flank into the inguinal 
area and into the scrotum simulating renal disease, 
or an aching, throbbing pain may be felt in the 
epigastrium. Loss of weight, anorexia and abdom- 
inal gaseous distention commonly occur. 

In some cases the aneurism by its size produces 
indentation and displacement of the stomach, 
duodenum or transverse colon forming a basis for 
the gastrointestinal symptoms. Pressure on a ureter 
causing obstructive symptoms can explain the renal 
distribution of pain in a few instances. Initially, the 
pain tends to be of mild to moderate intensity and 
of an intermittent nature. As the aneurism increases 
in size the pain becomes more constant. The dura- 
tion of symptoms is rarely more than one year, 
terminating in rupture of the aneurism and death. 


In the presence of the above symptoms and a 
pulsating abdominal mass, the diagnosis is hardly in 
doubt. Investigations have shown that in cases of 
syphilitic aneurism the serological test is positive in 
hardly more than 60 per cent. The mass may be 
palpable in the epigastrium, left subcostal area, mid- 
abdomen or other regions. A bruit or thrill may be 
heard over the mass. 

In the absence of a palpable mass the diagnosis 
can be baffling. X-ray can be useful. Actually, the 
roentgenologist fails to make the diagnosis in 80 
per cent of cases despite the presence of adequate 
evidence on the films. In a few instances calcifica- 
tions completely outline the aorta and the aneurism 
as an Opaque mass. In most cases a curved con- 
tinuous or broken line of calcification outlines a 
portion of the wall of the aneurism. This line tends 
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to lie to either side of the vertebral column and has 
its concavity directed toward the column. The cal- 
cific deposits may be so indistinct that close scrutiny 
of the film as well as multiple projections may be 
necessary. A calcified tortuous aorta must be differ- 
entiated. This is usually represented not by a single 
curved line of calcification but by a heavier calcific 
deposit so situated as to outline the length and width 
of the aorta throughout the greater portion of its 
abdominal course. 


In a few instances the first sign of aneurism is 
that due to rupture. If the patient begins to ex- 
perience a rather marked increase of pain which is 
felt both in the back and lower abdomen this may 
be taken as a sign of impending rupture. The be- 
ginning of a slow leakage of blood from the aneur- 
ism is manifested by the sudden onset of severe un- 
remitting abdominal pain either generalized or lo- 
calized in the lower abdomen, simulating an acute 
surgical abdomen. Early there is abdominal tender- 
ness, leukocytosis, rigidity, rapid pulse and increase 
in temperature. Sometimes severe vomiting super- 
venes. As the hemorrhage progresses, pallor, low 
blood pressure and signs of collapse ensue. Over a 
period of a few hours to several days the abdominal 
rigidity gives way to abdominal distention and a 
clinical picture suggestive of an ileus may occur. 
Death usually occurs before the sixth day. 


A somewhat smaller percentage of cases terminates 
rapidly due to a sudden flow of blood from a large 
break in the aneurism, death occurring in a matter 
of minutes. The patient feels something give way, 
this is then followed by collapse, loss of conscious- 
ness, feeble pulse, pallor, ineffectual respiration and 
instantaneous death. 


The following case is illustrative. A 64-year-old 
machinist was admitted to the hospital April 8, 
1950, with the complaint of rather marked pain in 
the right inguinal region. The pain was located 
over the site of an old herniorrhaphy scar and was 
of such severity as to seriously interfere with sleep 
the previous night. The patient had worked at his 
usual job the day before. 

This patient was first seen in the Out Patient 
Clinic on February 23, 1949, when he had com- 
plained of pain in the right groin and sacroiliac area. 
Physical examination at this time was essentially 
non-revealing except for a blood pressure of 
168/100. PA film of the chest showed rather heavy 
markings in both bases. The heart shadow was not 
enlarged but there was slight widening of the aorta. 
Sacroiliac strain was suspected and diathermy was 
prescribed. = a 

On May 4, 1949, this patient was again seen in 
the Out Patient Clinic with a complaint of angina 
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and was given codeine, gr. one, every three hours for 
relief. 

One week later the patient was again seen and 
this time complained of pain in the right lumbar 
region, right lower abdomen, and inguinal area. 
There had been a 10-pound loss of weight in the 
past two months. The discomfort was not serious 
enough to keep the patient off work but was annoy- 
ing. A barium enema showed no abnormal find- 
ings. The blood pressure was 172/90. 

Several months elapsed and although patient was 
seen in the clinic he did not complain further of 
abdominal pain but of other sundry complaints in- 
cluding constipation, dysuria and cough. On Jan- 
uary 12, 1950, his blood pressure was 170/100. 

On March 28, 1950, the patient again complained 
of right lumbar pain that radiated forward and 
down toward the inguinal region. A notation was 
made by the examining physician that the picture 
appeared to be typical of some right kidney path- 
ology. Laboratory findings showed: Hb. 94 per 
cent, W.B.C. 7,400, R.B.C. 5,260,000. Urinalysis Sp. 
gr. 1.016, Albumin +, Sugar 0, W.B.C. 0-2, R.B.C. 
0, occasional hyaline casts. Kline negative. 

The patient returned to the hospital in three days 
with the complaint that the pain had become more 
or less constant and was relieved by belching or 
passing gas per rectum and by rest in bed. On ex- 
amination, the abdomen was found to be thick 
walled, soft, non-tender, and no organs or masses 
were palpable. The prostate was of normal size, 
firm and smooth. A diagnosis of sacroiliac disease 
was again entertained and x-rays taken. These 
showed slight anterior marginal lipping of the lum- 
bar vertebrae and moderate left lateral bridging’ be- 
tween L 3 and 4. Both sacroiliac articulations 
showed slight sclerotic changes. 

On April 8, 1950, the day of admission to the 
hospital, the patient had appeared at the clinic in 
the mid-morning and at this time was having pain 
of such severity as to make him unable to go to 
work. He was admitted to the hospital with the 
intention of doing retrograde pyelography the next 
day. That night one grain of codeine was given to 
alleviate pain which proved enough to afford sleep 
for the patient. At 7:45 a.m. just after the patient 
had finished eating breakfast he made the announce- 
ment that he was feeling sick to his stomach and 
suddenly slumped unconscious into his chair. His 
color was ashen gray. No pulse or blood pressure 
was obtainable. The respirations were shallow, in- 
effectual. All signs of life ceased after a period of 
30 minutes. 

A necropsy examination disclosed a small saccular 
aneurism measuring about 2.5 cm. in length pro- 
truding from the left-side of the ascending aorta. 

















Its cavity was filled with a layer of old laminated 
clot plus a more recent appearing clot of dark red 
color. 

The peritoneum of the left abdominal gutter was 
pushed forward almost to the anterior abdominal 
wall by a mass of freshly clotted and free blood. 
The extravasated blood extended downward from 
the spleen area into the pelvis, completely engulfing 
the kidney due to infiltration of Gerota’s fascia. A 
fusiform aortic aneurism was located just proximal 
to the bifurcation of the iliac vessels. An-area of 
rupture was present on the posterior surface. The 
lumen of the aneurism was partially filled with a 
gray laminated blood clot. 

Microscopic examination of the thoracic aneurism 
revealed marked lymphocytic “cuffing” about the 
blood vessels, hyperplasia of the blood vessel lining, 
and marked destruction of the media of the aorta by 
this inflammatory infiltrate. Examination of the 
abdominal aortic aneurism showed diffuse necrosis 
of the media with marked arteriosclerotic thickening 
of the intima. The pathological diagnosis was syph- 
ilitic thoracic aneurism and ruptured arteriosclerotic 
abdominal aneurism. 

A review of the abdominal x-ray films taken one 
week before death revealed a fusiform soft tissue 
mass lying to the left of the vertebral column be- 
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tween L 1 and L 5. The right border was lost in the 
shadow of the spine but the left border was rather 
clearly defined and followed closely the psoas mus- 
cle shadow. A few irregular calcific deposits were 
diffusely scattered within the mass, the largest meas- 
uring one cm. in length. In the lateral projection 
the mass measured seven cm. in greatest diameter 
and the nearest calcium placque measured one cm 
anterior to the veterbral column. 


Summary 

The clinical and pathologic features of abdominal 
aortic aneurism are discussed. A clinical case is sub- 
mitted which is unique in that both a thoracic and 
abdominal aneurism were present, each one having 
a different etiologic agent. This case illustrates well 
the frequent pitfalls encountered by the clinician in 
making a diagnosis of abdominal aneurism in the 
absence of a palpable abdominal mass. 


Bibliography 

The Clinical Behavior of Arteriosclerotic Aneurism of the Ab- 
dominal Aorta: A Rational Surgical Therapy, Arthur H. Blake- 
more, M.D., Annals of Surgery, Vol. 126, No. 2. 

Aneurisms of the Abdominal Aorta, Joseph Epstein, Annals of 
Internal Medicine, Vol. 2, No. 2, February, 1945. 

Aneurism of the Abdominal Aorta: A study of 73 cases, R. H. 
Kampmeier, M.D., The American Journal of the Medical Sciences, 
Vol. 192, No. 1, July, 1936. 

Aneurism of the Abdominal Aorta, Arthur H. Blakemore, M.D., 
The Surgical Clinics of North America, April, 1946, New York. 

Significance of Calcification for Roentgen Diagnosis of Aneurism 
of Abdominal Aorta, Edmund W. Klinefeldter, M.D., Radiology, 
December, 1946. 





1951 
May 14-17 


TOPEKA, KANSAS 





KANSAS MEDICAL SOCIETY ANNUAL MEETINGS 





r9$2 


May 5-8 






KANSAS CITY, KANSAS 

















? 
f 
; 
: 
4 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 








PRESIDENT’S PAGE 


Dear Doctor: 


The smooth operation of Kansas Blue Shield allows us to forget the effort that has 
been, and is being, spent in perfecting this program. Enrollment, advertising, finance, 
administration, claims, processing and many other details require endless hours of intel- 
ligent, concentrated effort on the part of our employees. Behind them is the continual 
planning of the executive committee—a small group of doctors who give an enormous 
amount of time in the direction of this work. This unselfish, unrewarded service is 
donated to operate a prepaid medical care program toward the best interests of the people 
in our state and for the doctors of the Kansas Medical Society. The progress of Kansas 
Blue Shield is a tribute to their vision and work. 


It is characteristic of this group to be the least satisfied with their results and they 
are constantly planning to improve the program. More adequate remuneration to phy- 
sicians and more complete benefits to subscribers represent the poles of the problem. 
Both of these are affected by financial limitations. The possibilities of Blue Shield are 
enormous and far reaching if we, who operate the plan and give the service, are willing 
to cooperate wholeheartedly. 


We are now evaluating the relationship of fees for the various services. We have 
an active professional relations committee extending directly into each county society. 
These contacts are important but they represent fringe activities—refinements in the 
program. The thing that is basic is that each subscriber must feel the services represent 
a benefit and a protection to him. Only you and I who give these services can sell these 
ideas. If our Blue Shield patients consider this voluntary prepaid plan an essential they 
cannot afford to be without, then we have discharged our obligation in this regard. 


If, upon completion of the services, our patients feel that Blue Shield failed to abide 
by its contract; if they surrender their memberships; if they gain the impression that the 
benefits represent too small a portion of the total cost; then we have neglected our 
duties and our opportunities as participating physicians. When a patient, embittered 
toward medicine and disillusioned concerning voluntary health insurance, turns to sup- 
port a compulsory program, he does so in retaliation. The fault in most cases lies not in 
an excessive cost or a neglect in service, but through our failure to adequately explain a 
few details to him. Interest in socialized medicine is fed by misunderstandings that 
could easily be solved if we spent an extra minute with each patient we contact. 


Please allow me to urge your entire cooperation in this program which is our answer 
—yours and mine—to compulsory health insurance. 


Sincerely yours, 


IA Broce Qed. 


President. 

















Cancer Research 


C. P. Rhoads, M.D., director of the Memorial 
Center for Cancer and Allied Diseases, spoke re- 
cently at the dedicatory exercises of the Sterling- 
Winthrop Research Institute. His subject, “The 
Next Half Century in Cancer Research,” was con- 
sidered of sufficient interest to be summarized for 
the Journal. 

He begins by explicitly declaring this to be a 
flight of fancy which must be considered as such, 
since an effort to predict the course of research on 
any subject can be based on nothing but theory. 
This presentation must be considered in that light. 

A possible infectious origin of cancer has been 
seriously considered for generations. If the cause of 
cancer is a parasitic microorganism not native to 
human beings, this fact is as distant from being 
proved today as ever. It has been established, how- 
ever, that some likenesses between malignant 
growths and the action of bacterial infections exist. 
For instance, conjugated protein particles smaller 
than cells in size and different in some respects from 
know cellular constituents have been implicated be- 
yond question as causing malignant neoplasms in 
plants, amphibians and fowls. There is evidence 
leading to further research with reference to rabbits 
and mice regarding the induction of invasive cancer 
through viruses. Nevertheless, no one has demon- 
strated the uncomplicated induction of neoplasms in 
mammals by any particle smaller than cells which 
satisfy entirely the criteria for infectious, contagious 
agents of the virus type. The infectious origin of 
mammalian cancer remains unproved.. It is also true 
that malignancies can be produced by the use of 
physical agents. 

Dr. Rhoads then reasons if one could show that 
some classic parasitic organisms which cause infec- 
tious disease are innocuous unless mutated, and if 
we could prove that cancer cells can be made to 
play many of the tricks which characterize bacteria, 
we might view the cancer cell itself as an invading 
microorganism. He cites the analogy between bac- 
terial variations and the development by mutation 
of malignant variants of normally benign mani- 
malian cells. As an example, the streptomycin- 
resistant or dependent strains might be considered 
cancerous in relation to their normal streptomycin- 
sensitive relatives and progenatives. 

The picture is not complete, but in principle can- 


hibitory effects on certain bacterial cells. Therefore, 
they must have different and characteristic meta- 
bolic activities. If different mammialian cells could 
be shown to have different sensitivities to one or 
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cer cells can act like bacteria. Chemicals exert in- 


the other chemical, one must, in logic, assume that 
they, like different classes of bacteria, have dif- 
ferent compositions. It follows, again, if their com- 
positions are different, their metabolic activities also 
must be different, since the constituents of their 
protoplasm are constantly and rapidly being built 
up and broken down. 

Unless the statements made so far can be refuted, 
and this has not been done to date, a still more im- 
portant conclusion is justified. Let us grant that 
different types of mammalian cells, comprising dif- 
ferent tissues, organs and specific parts of organs, 
differ one from the other. Let us assume that this 
is in respect to their comparative chemical consti- 
tution, uptake of constituent precursors and meta- 
bolic activity. Then it must follow logically that 
cancer cells, so different in form and function from 
normal ones, should also differ chemically and 
metabolically from their normal parents and rela- 
tives. If so, they should be susceptible to injury by 
chemicals which will not kill normal tissue. 

A striking characteristic of bacteria is their ability 
to adapt to changing circumstances or environment. 
A classic observation is found in the studies of Mc- 
Nider with tubular nephritis induced by uranium 
salts. Here a specific itijury to one type of epithe- 
lial cell is exerted. In the response to this injury 
the new cells formed are of a completely different 
form, and are wholly resistant to the compound 
which was toxic, and fatally so, to their parents. A 
more perfect example of an adaptive variation of 
mammalian cells can hardly be found. A similar 
phenomenon has long been observed in the in- 
hibition of breast cancer by testosterone or prostatic 
cancer by stilbestrol. The early sensitivity to this 
drug is lost dnd eventually there is virtually no ef- 
fect upon the malignant cells. 

Granting then on admittedly inconclusive evidence 
that bacteria and cancer cells are susceptible in a 
very general way to similar rules of conduct, it may 
be deduced that the preferential toxicity of chemi- 
cals might be applicable to cancer cells. Perhaps the 
etiology of the disease, cancer, is the cancer cell is- 
self, a vigorous, aggressive and relentless mutant of 
orderly normal parents. Few phenomena are so 
widespread in the world of biology as the tendency 
of cells to mutate, to acquire new characteristics and 
to vary in their competitive or neoplastic position in 
relation to their associates. If this is the case, we 
can regard cancer as simply another problem in the 
chemotherapeutic destination of an invasive and 
lethal microorganism. Even if the case for this 
view is not completely established, does it not justify 
serious consideration in our effort to obtain new 
and important data of potential therapeutic value? 
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The "Feel" of the Patient 


Medical progress has contributed more to human 
welfare during the past half century than any other 
profession. The modern surgeon, free to draw upon 
specialists in almost unlimited fields of pathology, 
physiology and chemistry, has become an expert in 
technical procedure, but as a result may have lost 
some of the “feel” of the patient. He thinks of the 
gall bladder and is apt to forget that the patient is 
“a feeling person with hopes and ambitions, with 
disappointments and frustrations, who worked, loved 
and played.” 

The presidential address at this year's annual 
meeting of the Central Surgical Association was 
delivered by J. Dewey Bisgard, M.D. This address 
contains some interesting observations on the patient 
as an individual human being and his relationship 
to the surgeon. The author states that the surgeon 
must, more than most people, understand the “feel” 
of the patient because no one is given a freer hand 
in dealing with the lives of others. It is not often 
that the surgeon’s judgment is questioned and in 
the operating room it is absolute, for under an- 
esthesia there is no minority report. 

“As the time of operation approaches, the pa- 
tients anxiety usually increases. Fortunately, sur- 
geons know this, and most patients are spared full 
awareness of one of the most disturbing parts of the 
whole surgical experience, the ritual of the operat- 
ing room. It is well to be mindful that a blind- 
folded patient, dulled with sedation, is likely to 
place a personal interpretation on the activities and 
conversation that go on about him in the corridors 
and rooms of the operating suite. Often both the 
patient and his family can be spared anxious mo- 
ments of suspense by words of reassurance or an 
explanation of events, such as a delay in the opera- 
tive schedule. 

“Immediately after operation repressed anxiety 
emerges to manifest itself in several ways. Besides 
the affective expression of anxiety, there are somatic 
repercussions. Air swallowing, the most common 
one, is probably responsible in part for nausea, vom- 
iting, distention and gas pains. Later, to compensate 
for the preoperative anxiety, there is a release of a 
certain amount of exhibitionism. The patient ac- 
centuates the hazards of the operation and the nar- 
row escape from death, and his humor, which before 
operation was a gallows type, becomes unrestrained. 
The more gifted write books about their experi- 
ence. 

“The regressive behavior which manifests itself 
by dependency increases after operation, and the 
most important contribution of early ambulation is 
the breaking up of adhesions which bind down pa- 
tients with habits of invalidism. To get ‘back on his 


feet’ is symbolic to the patient of regained com- 
mand of his destiny. 

“Again, the surgeon’s responsibility does not end 
with recovery from operation. His surgical crafts- 
manship should not constitute a straight jacket that 
prevents participation in the personal, social and 
economic problems of his patients. He should 
understand that the medical profession has a social 
responsibility beyond medical care. Often there are 
problems, such as anxiety about temporary or per- 
manent disability, financial support of dependents, 
job replacement and personal adjustments. Medical 
social service and other social agencies have done an 
invaluable job in meeting some of these responsi- 
bilities. Yet the need for these services was recog- 
nized by the profession with the same. reluctance 
with which it has relinquished a status quo attitude 
in medical economics and accepted the challenge of 
an expanding social security movement. 

“An attempt has been made to point out the need 
for cultivating what has been termed ‘the feel of the 
patient.’ This quality of understanding may be in- 
tuitive or acquired from a knowledge of the way 
people live. It comes from liking people and from 
an interest in human relationships, from an aware- 
ness of the patient as an individual, the develop- 
ment of confidence and the providing of an oppor- 
tunity for the patient to reveal himself. It creates 
a state of sympathy which ameliorates the whole 
surgical experience. “The feel of the patient’ may 
be naive or sophisticated depending on the degree 
of interest, training and ability; no matter on what 
level, it is always an enriching and rewarding ex- 
perience.” 


Labor Viewpoint 


The heated tirade against medicine and particu- 
larly against the educational campaign issued by the 
C. I. O. has again brought into sharp contrast the 
divergent opinions regarding socialized medicine. It 
is not entirely unfair to the C. I. O. to imply that 
the philosophy expressed in that statement extends 
beyond the issue of health to include the larger 
division between free enterprise and socialism. 

It is interesting and heartening to find Kansas labor, 
or at least one segment of Kansas labor, challenging 
the C. I. O. advertisement. On Wednesday, Novem- 
ber 1, Mr. Wendell Arndt, president of the Topeka 
Brotherhood of Firemen and Enginemen, delivered 
an address over a Kansas radio station in which he 
declared open opposition to the statements made 
by so-called organized labor. 

Mr. Arndt is a very thoughtful, studious, young 
man. He reasoned that he hoped every possible 
gain could be made for labor but that this would 
be without benefit unless it represented a gain for 











management also. He thoroughly exposed the myth 
of organized labor voting as a unit by declaring that 
no one would direct his voting and that of his 
friends. The laborer will vote as an individual ac- 
cording to his own knowledge and according to his 
own belief. 

Mr. Arndt then express a few of his beliefs. With 
surprising insight he declared his opposition to 
socialized medicine on the grounds that such a pro- 
gram would sponsor increased bureaucratic con- 
trol, and because of regimented tactics would in- 
evitably result in inferior care even though huge 
sums would be expended. 

He spoke of free enterprise and of his faith in 
this type of democracy. By free enterprise he in- 
ferred its application to all phases of life including 
the operation of railroads. At several points of his 
address he reiterated his belief that unless labor and 
agriculture and management and the professions and 
everyone works together there would be no per- 
manent gains for anyone. It was surprising and 
comforting to know that a young man in the ranks 
of labor had the courage to speak plainly about his 
convictions on this subject. His address is an indi- 
cation that the professions can work with labor. 

It is recommended that the medical society accept 
this opportunity by giving every cooperation to Mr. 
Arndt and to the many others who feel as he feels 
about the problems in America today. The medical 
profession has long expressed a desire to cooperate 
with any person or organization interested in the 
preservation of democracy for America, and this ex- 
pression from the Brotherhood of Railroad Engine- 
men represents a willingness on the part of labor 
which, it is believed, should be very promptly re- 
solved through a program of practical expression. 


Federal Legislation 


Following the temporary adjournment of the 
81st Congress as of September 23, 1950, the Amer- 
ican Medical Association Washington office issued 
a bulletin summarizing the action taken by this 
Congress on 406 bills and resolutions affecting 
medicine. The Congress plans to reconvene on No- 
vember 27 but will finally adjourn prior to January 
2, 1951. On that date the 82nd Congress will con- 
vene and all pending legislative proposals of the 
81st Congress will die. 

Among some 25 laws enacted that were of inter- 
est to the medical profession are the revised Social 
Security bill, adding some millions to the program 
and broadening benefits, an amendment to the 
Hospital Construction Act increasing contributions 
(which, incidentally, was cut in half later), increased 
appropriations for the World Health Organization, 
and the doctors draft. 
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There were some 35 or more national health bills, 
a long string of bills offering aid to medical educa- 
tion, and one attempt to create a cabinet place for 
health, all of which were defeated or laid aside with- 
out action. 

Considering the volume of legislation of interest 
to medicine that came under scrutiny of the 81st 
Congress, this record is a tribute to the members of 
both houses and to the medical profession for care- 
fully and logically evaluating the legislation under 
consideration. This record again illustrates the 
soundness of American democracy, proving that a 
representative of the people will vote in the public 
interest if accurate information is made available to 
him. 





Narcotics Violation 

Dr. Hugh A. Hope, Hunter, after pleading guilty 
to four violations of the federal narcotics act, re- 
ceived his sentence before the federal court in To- 
peka, on October 13, 1950. 

According to press releases covering this action, 
Dr. Hope was sentenced to serve one year and one 
day in a federal penitentiary and to pay a fine of 
$3,000. After completion of the prison term, he will 
be placed on parole for a period of three years. The 
judge permitted Dr. Hope to return temporarily to 
his home for the purpose of completing his affairs 
but directed him to submit himself to the United 
States marshal at any time prior to December 1, 
1950, to start serving his sentence. 


Officers for Kansas Division, A.C.S. 

New officers for the Kansas Division of the 
American Cancer Society were elected by the board 
of directors of the group at a meeting held at Wich- 
ita early in October. Dr. Orville R. Clark, Topeka, 
was named president; Mrs. Tom Stewart, Welling- 
ton, vice president; Mr. J. W. Kirkpatrick, El Do- 
rado, secretary; Mr. J. D. Bjorkman, Kansas City, 
treasurer; Mr. W. Laird Dean, Topeka, chairman of 
executive committee. The new president, Dr. Clark, 
is a former chairman of the Committee on Control 
of Cancer of the Kansas Medical Society, and has 
been serving as a member of the Editorial Board 
of the Journal of the Kansas Medical Society for 
several three-year terms. 

Dr. C. C. Nesselrode, Kansas City, former presi- 
dent of the American Cancer Society, was presented 
a distinguished service medal for his “important 
contribution to the control of cancer.” 








A cash prize of $250 will be awarded annually 
by the American College of Chest Physicians for 
the best original ccntribution, preferably by a young 
investigator, on any phase relating to chest disease. 
Entries will be accepted no later than April 1, 1951. 
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Case Report from the University of Kansas Medical Center 


Chorionepithelioma Diagnosed Late 
Clinical Pathological Conference 


Edited by Glen R. Shepherd, M.D., and Mahlon H. 
Delp, M.D., from recordings of the conference participated 
in by the departments of medicine, neurology, obstetrics 
and gynecology, pathology, roentgenology, and the junior 
and senior classes of medical students. 


Case Presentation 


N. J. N., a 23-year-old white female, was first 
admitted to the x-ray service on March 29, 1950, at 
1:00 p.m. The patient was comatose throughout 
her hospital stay. The history for the most part was 
obtained from the referring physician, and to a lesser 
extent it was obtained from the husband. 

The patient first consulted her local doctor on 
August 22, 1949. At that time her last regular 
menstrual period had been June 15, 1949. She felt 
she was pregnant, as did the local physician. She 
was spotting some at this time, and was sent home 
to rest. The pelvic examination at a slightly later 
date was essentially normal. On approximately De- 
cember 15 the patient passed blood clots and fetal 
membranes by the vagina. Following this a dilatation 
and curettement was done and the tissue was sent to 
the University of Kansas Pathology Department and 
reported to show no malignancy. Recovery at this 
time was uneventful. 

On February 17, 1950, the patient began bleeding 
again. After several days of copious bleeding she 
was taken to the hospital and a dilatation and cur- 
ettement was again done. At this time a very small 
amount of black decomposed tissue was recovered 
and it was suspected that she had again passed prod- 
ucts of conception. From this she also made an 
uneventful recovery. 

About one week following dismissal from the 
local hospital she developed pain in her right side. 
The physical findings were such that the local phy- 
sician suspected an acute appendix. She was hos- 
pitalized, but she was not operated upon. The diag- 
nosis of acute nephritis was made from her blood 
chemistry and urine studies. (The actual data of 
these studies is not available.) She also had some 
blood in her urine at this time. 

The patient was placed on a salt-free diet and 
medication, and was allowed to go home from her 
local hospital. From this time on she lost weight, 
becoming progressively weaker. Vomiting and 
headaches developed during March. Because of pro- 
gressive worsening and severe headaches, she was 
admitted to her local hospital for the fourth time 
on March 25, 1950. While in the hospital she had 
a severe vaginal hemorrhage, which was accom- 
panied by passage of semi-soft, friable tissue. There 


was also noted a mass in her left abdomen at this 
time. 

From March 25 until the patient's admission here 
on March 29, 1950, she had intermittent periods of 
coma. These, according to the husband, were be- 
coming progressively longer and more severe. 

On admission to this hospital the patient was 
comatose. The temperature rectally was 103° F., the 
pulse 140, respiration was shallow and rapid, the 
rate approximately 40 per minute. The patient was 
not weighed upon admission, but was obviously 
obese. Her skin was dry and warm. Her pupils 
were irregular and did not react to light. Both lung 
bases were dull to percussion. The liver was felt 
three fingers below the costal margin, and it was 
felt that there was a mass in the lower left quadrant, 
which was approximately 15 cm. in diameter. She 
was considered to have a left hemiparesis. The 
neurosurgical consultant found papilledema, two 
diopters. 

Laboratory examination: Complete blood count 
showed 3,930,000 rbc., 15,450 whc., 85 per cent 
polys, 10 per cent lymphocytes, four per cent mono- 
cytes. The urine, catheterized specimen, showed one 
plus albumin, numerous amorphous, granular casts, 
and occasional pus cells. N. P. N. was 42.5, creatine 
1.85, and sugar 110. 

Hospital course: The patient did not regain con- 
sciousness throughout the hospital stay. Her tem- 
perature went up to 108° F. rectally. Her condition 
became progressively worse until her death approx- 
imately 11 hours following admission. 

Dr. Delp: Are there any questions for Dr. Ger- 
man? 

Question: Is there any record of the patient's hav- 
ing a menstrual period since January? 

Dr. German (Roentgenology resident): There is 
no record of it. 

Question: Was the material obtained on the day 
of the dilatation and curettement on the 17th of Feb- 
ruary, studied microscopically? 

Dr. German: No, apparently not. 

Question: Were any Friedman tests made? 

Dr. German: One was started but not finished 
until after death. 


Differential Diagnosis 
Dr. Delp: There were no electrocardiographic 
tracings nor x-rays of any value to this case. Mr. 
Pokorny, will you present your differential diag- 
nosis. 
Mr. Pokorny (Student): This case is of intérest 
because I think it might be easier to diagnose in 











retrospect than it was back in February, and it would 
be interesting to know more about this material ob- 
tained by the dilatation and curettement. 

The thing that we have here is a patient who 
was pregnant, who aborted, who was sent home from 
the hospital and began to bleed again. She was re- 
turned to the hospital for repeat curettage. Within a 
month she began to develop signs of increased in- 
tracranial pressure, such as vomiting and severe 
headaches. She began having vaginal hemorrhage 
again. At this time she also passed some semi-soft 
friable material by the vagina. It would be interest- 
ing to know more of the physical characteristics of 
the exudate. 

Some of the things to be considered in a differ- 
ential diagnosis would be an infection, carcinoma 
of the cervix, which in this age group is unlikely, 
and carcinoma of the fundus of the uterus. This 
again would be unlikely. The most likely diagnosis 
and the one which I will make is chorionepithelioma. 
One thing that is a little unusual is the spotting 
during her pregnancy before she aborted. Whether 
that was due to the disease which caused her demise 
or whether that was a complication of her preg- 
nancy, which led to her abortion, I can’t say at this 
time. Chorionepithelioma is a malignant cancer of 
the product of conception. It very readily metas- 
tasizes. 

Other diagnoses, such as carcinoma of the body of 
the uterus or carcinoma of the cervix, wouldn't yield 
such evidence of widespread metastases. The nephri- 
tis which she had may have actually been metastases 
to the kidney or metastases somewhere in the urinary 
tract which caused bleeding. In about 10 per. cent, 
at least, of the cases reported, choriontépithelioma 
metastasizes to the brain and would give the symp- 
toms of brain tumor which she had on admission. 
The most frequent place for metastases of chorion- 
epithelioma to occur is in the lungs. Very often the 
first indication patients of this disease have is cough- 
ing and spitting of blood. Apparently she didn’t 
show this pulmonary picture at all. 

Death within four months after the abortion is 
not at all unlikely in chorionepithelioma. 

Dr. Delp: Would you have had any suggestions 
for this patient's management? 

Mr. Pokorny: Surely the material that was ob- 
tained in February should have been studied micro- 
scopically. 

Dr. Delp: Presuming that your diagnosis could 
have been established then, what would you have to 
suggest? 

Mr. Pokorny: At that time there was no evidence 
of distant metastases. Of course, that duesn’t mean 
there weren't any, but removal of the uterus or the 
point of original foci of the cancer often causes a 
regression of the distant metastases. Also, the dis- 


NOVEMBER, 1950 











525 






tant metastases are amenable to x-ray therapy after 
removal of the original cancer. 

Dr. Delp: Other than examination of the ex- 
pelled material to which you have already referred, 
do you have any other way of establishing the diag- 
nosis? 

Mr. Pokorny: In pregnancies the Aschheim-Zon- 
dek or Friedman test would be positive. If any parts 
of conception are retained after abortion, she would 
still have a positive Aschheim-Zondek or Friedman 
test. One month after her abortion, if another one 
had been run and still was positive, I think a quan- 
titative determination should have been done. A 
positive reaction from one cc. of urine is an indica- 
tion of pregnancy, from a dilution of 1/10 cc. in- 
dicates hydatidiform mole, and a positive reaction 
from a dilution of 4% cc. supposedly indicates 
chorionepithelioma. 

Dr. Delp: Dr. Steegman, I would like to have 
your discussion of the case inasmuch as she was 
comatose and quite unresponsive at the time she 
entered here. What should we have considered in 
our differential diagnos:s? 

Dr. Steegman (Neurology): I think that even 
though the diagnosis that Mr. Pokorny made may be 
correct, it is always wise to see if you can think of 
some other things that might affect the patient with 
this sort of history. Of course, obviously the patient 
wasn't in the hospital lofig enough to be studied 
thoroughly. But the point was that you had a pa- 
tient who was comatose with papilledema with this 
history of what could have been, perhaps, an abor- 
tion. At the time the patient was admitted, there 
were clearly findings of increased intracranial pres- 
sure for which no reason was found. In fact, the 
pulse was elevated, the patient had fever; the pa- 
tient had leukocytosis. Following an abortion, mul- 
tiple brain abscesses will cause, occasionally, in- 
creased intracranial pressure. Assuming that the 
patient had a septicemia with a focal embolic en- 
cephalitis, so-called, and eventually multiple ab- 
scesses, that would explain the toxic picture. An- 
other thing that occurs following an abortion is 
thrombosis of the sagittal sinus with frequent mul- 
tiple abscesses of the brain. There has already been 
a discussion of the possibility of chorionepithelioma 
or some other type of metastatic tumor that metas- 
tasizes to the brain. 

Considering that this patient had such a short 
time of observation in the hospital here, obviously, 
it would be hard to make a positive diagnosis. Cer- 
tainly, one would have to think of a metastatic brain 
lesion. 

Dr. Tice (Roentgenology): It seems to me that 
the fever in this case can be explained by the fact 
that she had a highly anaplastic tumor also un- 
doubtedly degenerative as it develops. So there must 
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have been some necrosis. I assume there was. As 
Dr. Steegman says, the location of a tumor of the 
brain might be a factor in the patient's fever. 


Pathology Report 

Dr. Wyatt (Pathology): At the time of autopsy 
general inspection revealed an obzse white female 
who appeared to be in her twenties. On opening 
the peritoneal cavity 1500 cc. of serosanguineous 
fluid was present. Both the right and left thoracic 
cavities contained approximately 40 cc. of serous 
fluid. The lungs were slightly increased in weight 
and congested at the bases. Both contained nu- 
merous nodules varying from one to three cm. in 
diameter. On cut section these were dark red and 
shaggy and necrotic in appearance. The liver was 
over two to three times its normal weight, weighing 
3,680 gm. Almost all liver substance was replaced 
by a shaggy, dark red friable material. It is difficult 
to recognize any liver tissue because all of it in the 
section was replaced ty hemorrhage and by tropho- 
blastic nodes. 


Both ovaries were enlarged and were between 
about 10 and 14 cm. in diameter. They were cystic. 
The capsules were stretched tightly so that they were 
easily ruptured. A large amount of serosanguineous 
fluid was present in the multilocular cysts. There 


Metastasis in portal space of the liver. Note both types of tropho- 
blastic cells. 


were also some greenish-white, gelatinous, grape- 
like structures found in the ovaries. 

The kidneys were slightly increased in weight. 
The right kidney showed a three cm. tumor nodule 
giving-the same gross appearance as some of those 
previously described. In the same right kidney there 
was an extensive amount of subcapsular hemorrhage. 

In the upper right fundus of the uterus there was 
a three cm. mass, which was semifriable, bluish- 
purple in color, and shaggy on cut section. It was 
seen to be infiltrating the uterine wall for approx- 
imately half the thickness of the uterine wall. 

In the upper one-third of the jejunum there was 
another typical tumor nodule measuring two cm. 
in diameter. Its location was in the submucosa over- 
lying which there was some ulceration of the mu- 
cosa. 

In the brain was a tumor nodule in the left frontal 
area which was about two cm. in diameter. There 
was another one in the posterior lateral ventricle 
just adjacent to it. The right brain showed two 
smaller nodules of metastatic lesion. 

The gross anatomical diagnosis was chorion- 
epithelioma of the uterus with metastases to the 
jejenum, kidneys, liver, lungs, mesenteric lymph 
nodes, spleen, brain; hydroper:toneum; and bilateral 
cystic enlargement of ovaries. 


Cerebral metastasis containing syncytial and Langhans types of 
trophoblastic cells, with extensive hemorrhage. 





NOVEMBER, 1950 


When there is a tendency toward hemorrhoids, when hemorrhoids 
are present or after hemorrhoidectomy— when avoidance of strain- 
ing is desired—Metamucil’s smooth, demulcent action conforms to 
accepted bowel management. 

Metamucil softens the fecal content, stimulates peristalsis by 
supplying plastic, bland bulk and encourages easy, gentle, reg- 
ular evacuation without irritation or straining. 

Metamucil is the highly refined mucilloid of Plantago ovata 
(50%), a seed of the psyllium group, combined with dextrose 
(50%) as a dispersing agent. 


G. D. Searle & Co., Chicago 80, Illinois. 


SEARLE eresearRcuH IN THE SERVICE OF MEDICINE 


. 


]& METAMUCIL 








SSSR re wen ee ree ee 


CS ae eT ME os LTT Te ee 


EP dat 


rigs Fe 


<3eSe wom, 


is ee 


open es 


528 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


I might add one thing. An interesting finding 
throughout the areas of tumor metastasis are areas 
of greenish-yellow discoloration that is kernicterus. 
It is one of the best cases we have ever had of that, 
especially with the green color. Now and then we 
get brains that have the yellow discoloration but not 
such a striking green color. 

Dr. Gibson (Pathology): Note a metastatic le- 
sion in the uterine wall which consists of large areas 
of fibrinoid material and trophoblastic cells includ- 
ing Langhans’ cells and syncytium. These lesions 
are quite characteristic of chorionepithelioma’ and 
are named trophoblastic nodes. The lungs show sim- 
ilar trophoblastic nodes as does the liver, spleen, and 
kidneys. Sections of the kidney show a moderate 
chronic glomerulonephritis. The brain also shows 
trophoblastic nodes showing large hemorrhage, 
fibrinoid material, and trophoblastic cells scattered 
throughout. 

Chorionepithelioma is a difficult diagnosis to 
make histologically. This can be seen if we consider 
the fact that two of the characteristic features are 
trophoblastic proliferation and invasion and de- 
struction of tissue. These characteristics are also 
found in hydatidiform moles and also in normal 
trophoblastic tissue. So it is merely a matter of de- 
gree of trophoblastic proliferation and the degree 
of the invasion of tissue that distinguishes the nor- 
mal trophoblastic tissue from the hydatidiform 
moles and from chorionepithelioma. 

In chorionepithelioma the characteristic lesion is 
the trophoblastic node that occurs in tissue, replaces 
it, and destroys it. It is characterized by large 
amounts of. hemorrhage, fibrinoid material, Lang- 
hans’ cells, and syncytium. Most authors agree that 
from the histological picture alone you can seldom 
predict whether there is going to be a benign or a 
malignant outcome. 


There are a few other things that are peculiar 
about this tumor. One is the fact that in chorion- 
epithelioma and hydatidiform moles and a normal 
trophoblast there is hardly any difference in the in- 
dividual cell morphology. This is peculiar when you 
stop to think about it because all our other neoplastic 
growths show varying degrees of anaplasia when 
compared with their parent cells. Also, in a con- 
siderable number of cases of chorionepithelioma, re- 
gression of the primary tumor as well as of the 
metastasis has been observed. Some authors claim 
that this has appeared in as high as 10 per cent of 
their cases. There is no explanation for it. This has 
been observed most commonly in females with 
metastases to the vagina and the vulva where these 
metastatic nodules have been actually seen to re- 
gress. They have also been reported in pulmonary 
lesions. One such patient who was diagnosed as 


having chorionepithelioma with metastatic lesion. 
in the lungs has been reported. The lungs were seen 
to regress roentgenologically and the patient died 
from some umassociated cause a short time later and 
no evidence of chorionepithelioma was seen at au- 
topsy. Such things we cannot explain. 

Another inconsistency is the site of origin. It is 
the only tumor that is presumed to arise from fetal 
tissue. It arises from chorionic villi supposedly, not 
from focal tissue but from fetal tissue. There was a 
recent review of this subject by Park and Lee that 
appeared in the Archives of Pathology which sug- 
gested a maternal origin for this tumor rather than 
a fetal origin. 

The main thing, I think, to remember about 
chorionepithelioma is that it is a very difficult tumor 
to diagnose with any degree of assurance. Many 
people feel that the only way you can arrive at a 
diagnosis and be sure that the patient has chorion- 
epithelioma is to have the patient die of chorion- 
epithelioma. If the patient survives, she had a hyda- 
tidiform mole instead of chorionepithelioma. 

Dr. Boley (Pathology): There is another thing 
that might be mentioned. Large and cystic ovaries 
are found in hydatidiform mole as uniformly as in 
chorionepithelioma. 


Clinical Discussion 

Dr. Critchfield (Obstetrics and Gynecology) : 
This is a rare disease. It is peculiar in several re- 
spects. The rarity, I think, can be pointed out by 
some of Novak's figures. He estimates that molar 
pregnancies, or those pregnancies displaying hyda- 
tidiform moles and other trophoblastic abnormali- 
ties, occur in about one in 25,000 pregnancies. Of 
those molar pregnancies which progress to chorion- 
epithelioma and choriocarcinoma such as we see in 
this case, perhaps about one to two or even as high 
as 10 per cent will go into malignant change. So 
you see, we start there with a possibility of as low 
as one in every 250,000. Others have quoted lower 
frequencies. About half of the chorionepitheliomas 
are thought to arise from some form of molar preg- 
nancy. One-fourth of the chorionepitheliomas come 
on after a ful) term normal delivery. The other one- 
fourth follow spontaneous abortions. As Dr. Gibson 
has pointed out, we know that we find “chorios” in 
ectopic sites. There are cases reported, of course, 
of “chorio” occurring in the lung of the patient who 
had had a hysterectomy some 10 years previously. 
If we go to other statistics, it seems unlikely that 
that “chorio” arose as a complication of pregnancy. 
Hertig’s series, published in recent years (200 
cases), reports five cases of choriocarcinoma, all of 
which died within two years following the establish- 
ment of any diagnosis suggestive of a molar preg- 
nancy of any sort. 
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I think the clinical course of this patient was 
interesting. Dr. Boley has stated that there was no 
evidence of malignancy in the tissue that was ob- 
tained from the dilatation and curettement in De- 
cember. Quite frequently the tissue which is passed 


spontaneously even when chorionepithelioma exists: 


already will not show any evidence, so we don’t pay 
much attention to the reports that we see on simply 
vesicular tissue which is passed except for the fact 
that the appearance of vesicular villi, as Dr. Boley 
has said, are more infrequently in association with 
frank malignancy. Curetting of the endometrium 
may be of help, if it is positive. Aside from the his- 
tological characteristic of the cell itself, we always 
want to know if there is actually complete destruc- 
tion, coagulation necrosis, or hemorrhage. That may 
not be demonstrated on the basis of the curetting 
alone. Also there is the possibility that the “chorio” 
is arising beneath the surface and curettings them- 
selves would not give us the story. So we are at a 
great disadvantage. 


The metastases of this lesion have been reviewed. 
About 50 per cent of them will show retrograde 
metastases into the vagina or into the vulva. Those 
metastases may occur early or they may occur late. 
Quite frequently they do occur early and with the 
appearance of a hemorrhagic bluish, red-black, al- 
most hematoma-like lesion in the vagina or on the 
vulva, biopsy may give some indication of what is 
happening. The lung is one of the earlier sites of 
metastases followed in rapid succession by the brain, 
liver, and kidneys. We have already mentioned the 
fact that chorionepithelioma is a highly malignant 
tumor. I think the literature will give a mortality 
of 60 to 80 per cent in these cases. Strangely 
enough, however, as high as 10 per cent will under- 
go spontaneous regression and in later years, autopsy 
shows death from some other cause with no evidence 
of chorionic lesions in the uterus or in the body at 
any point. We are at a loss to explain why that 
regression occurs. 


This patient had a mass in her lower left quad- 
rant when she came in. About 50 per cent of cases 
will show gross enlargement of the ovary, the so- 
called theca-lutein cyst, a hyperreactivity of the theca 
cells which line the granulosa cell follicles. The 
theca cells have been referred to by some as the 
analogues of the lining cells of the testes, the so- 
called interstitial cells. And for the most part, it is 
the theca-lutein cells which undergo this great re- 
activity during the short course of the chorion- 
epithelioma. There are, however, certain cases which 
show marked hyperreactivity of the granulosa theca 
cells of the ovary. So that again presents a confusing 
problem. We don’t know exactly which of the 
gonadotropins are involved in this procedure. The 


luteinizing hormone or the follicle stimulating hor- 
mone, ferhaps both are involved. 

The pituitary gland on this patient showed noth- 
ing unusual. However, Marchand, who first wrote 
the classic work on chorionepithelioma, was in- 
terested in the pituitary and its manifestations in 
this disease. We know that the ovarian steroid hor- 
mones and their metabolites refluxly do have power- 
ful stimulating activity on the pituitary gland. The 
idea has been advanced that some of these unex- 
p!ainable changes may take place on the basis of 
pituitary hormones rather than because of the tro- 
phoblastic gonadotropins which are produced. We 
do know that similar changes cannot be produced 
in many animals simply by the injection of chorionic 
gonadotropin. However, a little better success has 
been met by the experiment of pituitary implants. 
Whether that, as it is developed, will explain any- 
thing in regard to some of these mystifying features 
of this disease, we don’t know. 

As far as the actual level of gonadotropins pro- 
duced by the trophoblastic tissue is concerned, we 
go through alternate waves of enthusiasm and de- 
pression in their regard. We do know that the ordi- 
nary benign molar pregnancy may give us positive 
qualitative Friedman reactions, A-Z reactions, for as 
long as three to four months following apparently 
complete evacuation of the tumor tissues. We also 
know that if we are to catch the choriocarcinoma at 
a stage where it is still amenable to surgery and 
x-ray, we must catch it before that period of three to 
four months has elapsed. Throughout most of preg- 
nancy the ordinary level of gonadotropins in the 
urine is from 20 to 200 international units per cc. 
However, almost exactly four weeks following the 
first day of the expected but missed menses, the 
gonadotropin content of the urine does mount rap- 
idly. It may reach levels which even exceed those 
levels seen in the hydatidiform moles and also in 
the chorionepithelioma. As high as 200,000 inter- 
national ‘units per cc. may be reached. Characteris- 
tically, however, in the normal pregnancy the urine 
assay drops rapidly and over a period of anywhere 
from several days to two weeks after delivery as- 
sumes the usual base line of 20 to 200. Of course, 
the hydatidiform mole and the “chorio” would tend 
to continue to maintain the high levels or go on up 
from there. So repeated examinations are impor- 
tant. 

We don’t feel that we can differentiate benign 
hydatidiform mole from the malignant chorion- 
epithelioma on the basis of hormone assays alone. 

Dr. Delp: I would like to point up the practical 
clinical aspect of this problem. How could this 
woman's life have been spared? 

Dr. Critchfield: Little danger signs appeared all 
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through the course of this pregnancy. The last 
menstrual period was the 15th of June. She was 
first seen two months later, the 22nd of August, 
giving a history of spotting. The passage of blood 
from the vagina at any time during pregnancy is 
abnormal. True, it may be as simple a thing as a 
severe vaginitis which is causing it, or it may be a 
threatened abortion. The spotting of blood should 
be noted and should be kept in mind throughout 
the patient’s pregnancy. Pelvic examination at a 
slightly later date is said to have been essentially 
normal. It would be interesting to know whether 
the examiner detected any apparent acceleration of 
uterine enlargement over the normal at this time. 
We do have as one of our signs in a hydatidiform 
pregnancy the more rapid than usual enlargement 
of the uterus. The patient passed blood clots and 
fetal membranes. The fact that she passed mem- 
branes which apparently showed benign hydatid 
changes at that time does not mean that this tumor 
may apparently undergo a stage of latency only to 
flare up at a later date. 

In February she again began to bleed and passed 
black decomposed tissue. I think that is the time 
when everyone would have become highly sus- 
picious. Hertig states that more valuable than even 
the endocrine determination is a story of subinvolu- 
tion of the uteus accompanied by bleeding, particu- 
larly if there is passage of tissue of any type. I 
think that perhaps at that time this patient should 
have had another curettage. It might have helped. 
Certainly a qualitative A-Z test done at that time, 
if it were negative, would perhaps have lulled us 
into a false sense of security. And it should have 
been made. However, if that test were positive, I 
think right then would have been the time to have 
quantitative Friedman examinations and determina- 
tion of chorionic gonadotropin. If a high level were 
found. I think the patient should have a hyster- 
ectomy. Hertig describes various forms of molar 
pregnancy. It is possible that even at that early stage 
metastases might have taken place and the woman’s 
life couldn’t have been saved. Strangely enough, 
there seems to be a brake put on a small group of 
tumors, about 40 per cent of his malignant ones, 
whereby total hysterectomies seem to offer a cure. 
I won't offer that as a definite probability but 
I think that if the patient had been worked up from 
that February date, the possibility of saving her life 
might have existed. 


Summary 
Once more we witness in this case the ravages of 
malignant disease in a young individual still in the 
useful years of life. It serves to reemphasize our in- 
adequacies in the diagnosis and treatment of many 
malignant processes. We hear the specialist say this 
lesion could have been cured had we seen the pa- 
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tient earlier. These are familiar words but inef- 
fective. Perhaps more effort should be made by all 
agencies interested in reducing mortality from can- 
cer to teach practicing physicians such as ourselves 
the hard essential facts that have to do with making 
an earlier diagnosis. We hear little of long discus- 
sions dealing with abnormal histology. We need 
more teaching in clinical features to participate in. 
giving the most to the greatest number now. This 
case we think makes obvious this point. Academ- 
ically, it is an unusual and interesting case. 
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Oregon Case Dismissed 


For some years the federal government has been 
preparing a suit against the Oregon State Medical 
Society, a number of county societies and individual 
physicians, to prove that the Sherman anti-trust act 
had been violated in the prepaid medical care plan 
sponsored in that state. 

The government charged that these organizations 
and individuals tried to monopolize the field of 
prepaid medical care by refusing to deal with pri- 
vate agencies and by disciplining physicians who did 
deal with them. Much has been said and written on 
this subject in medical literature, and everyone was 
thoroughly confused about the validity of the case, 
the findings and the probable outcome. It has now 
been solved with the decision on September 28 by 
Federal Judge Claude McColloch, that the Oregon 
State Medical Society and the other defendants did 
not violate the Sherman anti-trust act. ; 

The case was dismissed and the matter is set- 
tled. 

In his decision Judge McColloch wrote, “I hold 
that the Oregon physicians service is not a con- 
spiracy, but rather an entirely legal and legitimate 
effort by the profession to meet the demands of the 
times for broadened medical and hospital service, 
eliminating the evils of privately owned concerns as 
well as the element of private profit.” 


Little attention is paid to health, and it is often 
considered in the negative sense of absence of dis- 
ease. It is challenging to current thought to point 
out that health and disease are not static entities 


but are phases of life.... Health, in a positive sense, 
consists in the capacity of the organism to maintain 
a balance in which it may be reasonably free of 
undue pain, discomfort, disability, or limitation of 
action including social capacity—John Romano, 
M.D., J.A.M.A., June 3, 1950. 
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BLUE SHIELD 


Because of the emphasis placed recently by the 
American Medical Association on “voluntary health 
insurance” it may be interesting to physicians in 
Kansas to examine the point of view of a physician 
who has done much to forward a positive program 
of health care for the American people. The follow- 
ing are excerpts from an address by Paul R. Hawley, 
M.D., director of the American College of Surgeons. 








The public has served notice on us that it will 
have insurance against the cost of medical care. The 
only choice we have is that between government 
medicine and voluntary health insurance. It will be 
one or the other. However, it is by no means enough 
that we merely choose voluntary health insurance. 
We must make it work to the reasonable satisfaction 
of the consumer. Let’s entertain no illusions upon 
this matter—we either make voluntary insurance 
work or we get government medicine. 

What are the deficiencies—real or alleged—in 
voluntary health insurance which threaten its suc- 
cess? Without going into a lengthy discussion of 
the numerous small plans for the prepayment of 
the costs of medical care, we can assume that all of 
them fall into one or another of the two principal 
categories—commercial companies and non-profit 
plans. Each type has deficiencies peculiar to itself 
as well as sharing some deficiencies with the other. 

When we speak of deficiencies, we must keep in 
mind the job that has to be done by voluntary health 
insurance if it is to be an effective bulwark against 
the socialization of medicine. The job is two-fold. 
The protection offered must be reasonably adequate, 
and, above all, every insurable person who wants 
this protection and can pay for it, must be able to 
get it. If voluntary health insurance fails to meet 
both of these requirements, it will fail as a protection 
against government medicine. 

Commercial health insurance is deficient on three 
counts. Its administrative costs are too high. It is 
an exceptionally good policy which returns as much 
as 70 cents of the policyholder’s dollar in benefits. 
Many commercial companies return as little as 50 
or 60 cents, and some even less than that. The rest 
goes into administrative costs, agents’ commissions, 
reserves, and dividends. Considering the benefits re- 
turn, the cost of such insurance is too high for peo- 
ple of low income. 

Another deficiency of commercial insurance is 
that it offers only indemnity payments rather than 
service benefits. I have no personal objection to 
indemnity insurance; but the vast majority of people 
prefer service benefits and, to these, commercial in- 
surance is not satisfactory. 
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However, the most important deficiency of com- 
mercial health insurance is that it is not interested 
in covering a large segment of the population which 
must be covered to make voluntary health insurance 
effective. In fact, not only is it not interested, it 
will not consider it at present. 

I do not offer this as a criticism. Commercial in- 
surance is a business. The driving force of business 
is the profit motive. Business cannot long survive 
upon any other basis. Consequently, on the whole, 
commercial insurance is interested only in preferred 
risks. It will not knowingly accept substandard risks 
except with loaded premiums, and the loading of 
premiums prices it out of a large part of the market. 

The non-profit plans, on the other hand, do not 
scale their rates in accordance with the risk. They 
have depended upon the law of averages. They are 
constantly extending their coverage to the groups 
that are less desirable from a business viewpoint. 
To do this, they must have a comparable proportion 
of preferred risks which will balance their losses in 
the substandard groups. 

It is only the non-profit plans, then, which are 
trying to do the job that must be done if we are 
to defeat government medicine. I can see the point 
of those physicians who contend that we should 
leave insurance business to insurance companies and 
get the doctors out of it. I would support that view 
if the insurance companies could be trusted to do 
the job upon which our very survival depends; but 
I am certainly unwilling to put the future of medi- 
cine into the hands of: agencies which, until the 
present time, have shown no interest greater than 
their own interest in making a profit. The medical 
profession must realize, and realize soon, that the 
commercial insurance carriers will not save us from 
the socialization of medical care. The public looks 
upon health insurance as a social movement and not 
as a commercial enterprise as is other insurance; 
and, in lieu of compulsory health insurance, the pub- 
lic, by and large, will accept voluntary health insur- 
ance only if it displays a feeling of social responsi- 
bility. If there were no other, this would be ample 
reason for the existence of Blue Cross and Blue 
Shield; and, if doctors know what is good for them- 
selves, they will throw their full support behind 
these great plans. 


Alumni Association Elects 

The Alumni Association of the University of Kan- 
sas School of Medicine elected officers at a meeting 
held in Kansas City during the meeting of the 
Kansas City Southwest Clinical Society. Dr. Harold 
L. Gainey, Kansas City, Missouri, was named presi- 
dent. Dr. Wendell Grosjean, Winfield, was elected 
vice president, and Dr. Mervin J. Rumold, Kansas 
City, Missouri, was chosen secretary-treasurer. 
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SERVICE NOTE 








The president of the Kansas Medical Society sub- 
mitted to Washington nominations of three phy- 
sicians to serve as the Kansas Medical Advisory 
Committee to the Armed Forces. Selected by Dr. 
Croson were Lucien R. Pyle, M.D., Topeka, chair- 
man, M. W. Hall, M.D., Wichita, and P. W. Mor- 
gan, M.D., Emporia. Confirmation has been received 
and this committee is currently working in an effort 
to coordinate the best interests of the armed forces 
and the civilian population with reference to medi- 
cal care. 

Also of interest to Kansas is the fact that Gen- 
eral Howard Rusk, chairman of the National Advis- 
ory Committee, appointed Dr. Pyle as Kansas chair- 
man of the Advisory Committee on Specialized Serv- 
ices. Other members serving with him are F. C. 
Beelman, M.D., Topeka, and Arthur Buff, D.DS., 
Topeka. This committee is responsible for the pro- 
curement and assignment of not only medical per- 
sonnel but of dentists, veterinarians, sanitary engi- 
neers, medical technicians, etc. 

* * * 

From Washington it has been learned that on 
October 16 a total of 21,101 persons registered. Of 
this number 13,968. were physicians. It is known 
that some registered who would not have needed to 
at this time, but for practical purposes this makes 
available for the armed forces almost 14,000 doctors. 
Processing will have been completed by November 
15 and shortly thereafter the first call will be issued 
for physical examinations. When that occurs it is 
anticipated that fewer reserve officers will be called 
to active duty. It may also serve to release some 
reserve officers currently on active duty. 

Some time ago the Navy loaned 570 reserve offi- 
cers to the Army. Next January these will be re- 
turned and will be ordered on duty with the Navy 
to replace older reserves with World War II service. 
It is promised that the more experienced reserves 
will be released on the basis of the amount of time 
spent in service during the last war. 

The Army is requesting 922 men from Selective 
Service. They will replace the men currently loaned 
to the Army and 300 reserves who have been called 
into active service. 

The Navy has advised that for the present ap- 
plications for reserve commissions will be accepted 
from V-12 physicians, but .A.S.T.P. trained physi- 
cians will not be accepted for Navy reserve com- 
missions. The Army will accept applications for 
reserve commissions from A.S.T.P. trained men. 

Physicians who registered under the draft may, 
therefore, still apply for commissions in the reserves. 


If granted prior to the date the physician is ordered 
for induction by Selective Service, the draft process 
will be interrupted. No interruption of that pro- 
gram can be made, however, until a commission has 
been granted. Since it takes some weeks to complete 
an application, it is recommended that those physi- 
cians who contemplate applying for reserve com- 
missions do so early. 


SOCIALIZED MEDICINE 


Editor's Note. This is the 15th of a series of 
articles dealing with federal compulsory health in- 
surance. These are designed to give the physician 
factual information and reliable data which may be 
used inthe preparation of articles or speeches on 
this important subject. Additional material will be 
presented in subsequent issues. 

Mr. Oscar R. Ewing, Federal Security Administra- 
tor, has repeatedly emphasized his desire to have 
socialized medicine known as national health insur- 
ance. The medical profession has as repeatedly re- 
minded the public that this is only an effort to avoid 
an objectionable term and that the program remains 
the same by whatever name it is called. 

Mr. Ewing recently issued a statement declaring 
that he opposes socialized medicine and gives the 
reasons for his opposition. The physician reading 
this statement will immediately sense his effort to 
give meaning to his words that may support his 
stand. The Journal has italicized some words illus- 
trating this technique and presents the quotation for 
whatever use the physician may care to make of it. 
The statement follows. 

I am against any system whereby the govern- 
ment can tell a doctor exactly how he must treat a 
particular illness, what drugs he can or cannot use, 
how much time he must or must not spend on a 
patient. They have that kind of socialized medicine 
in Russia, and I don’t want any part of it here. 

I am against any system whereby a// doctors work 
for the government and mwst treat the patients that 
the government sends them. 

I am against any system whereby all patients— 
meaning the public—get their medical and hospital 
care paid for*out of general taxes and must accept 
the treatment of the doctor that the government as- 
signs to them. 














Studies of the coincidence of pulmonary scarring 
or calcified nodules and histoplasmin skin sensi- 
tivity in tuberculin-negative persons have empha- 
sized that lesions which in the past would have been 
interpreted as tuberculous in origin may be the re- 
sult of an infection with histoplasma capsulatum or 
some other related organism.—American Journal of 


Public Health, April, 1950. 
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ACTIVITIES OF MEMBERS 





Dr. F. C. Beelman, secretary of the Kansas State. 


Board of Health, has been named to the Committee 
on Cardiovascular Clinics of the American Heart 
Association. 

a 

Dr. L. Lafe Bresette, Kansas City, has been named 
chairman of the Crusade for Freedom in Wyandotte 
County. 

* * * 

Dr. Richard Howard, who is completing a post- 
graduate course in internal medicine at Massachu- 
setts General Hospital, has announced that he will 
return to Kansas in January and will rejoin the 
Snyder-Jones Clinic in Winfield. 

* * * 

Dr. Thomas L. Foster, Halstead, was principal 
speaker at the fall meeting of the Harper County 
Council of Clubs at Anthony, September 22. He 
spoke on mental institutions of Kansas and accom- 
plishments of the past year in the field of mental 
health. 

* * * 

Dr. M. W. Hall, Wichita, who has been staft 
physician at Booth Memorial Hospital, Wichita, 
since the institution was founded in 1925, was hon- 
ored by the Salvation Army at an advisory board 
dinner last month, when it was announced that a 
new laboratory will be dedicated in his honor at the 


hospital. 
* * * 


Dr. Claude C. Tucker, Wichita, is the author of 
a paper, “The Causes and Treatment of Pruritus 
Ani,” which has been accepted for publication by 
the Archives of Surgery. The paper was presented 
before the Section on Gastroenterology and Proc- 
tology at the A.M.A. meeting in San Francisco in 
June. 

* * * 

Dr. Mary Glassen, Phillipsburg, spoke before a 
meeting of Parent-Teacher Associations in Garden 
City September 11 on the subject of child health 
problems. 

* * * 

The six physicians of Goodland, Doctors A. C. 
Gulick, M. J. Renner, M. E. Robinson, Elden J. 
Teeter, D. D. Vermillion and David A. Lasley, were 
the subject of a feature story in the Goodland News 
on October 12. The paper gave a short biography 
of each physician. 

* * 

Dr. John Wheeler Griffin, Jr.. who has been on 
the surgical staff at Winter Hospital, Topeka, dur- 
ing the past year, is now associated with Dr. R. 


Grover Schoonhoven in the practice of surgery in 

Manhattan. He is a graduate of Columbia Univer- 

sity College of Physicians and Surgeons, interned at 

King’s County Hospital in Brooklyn, and served in 

the Navy during the war. 
* * * 

Dr. Edward Greenwood, consultant in medicine 
at Winter Hospital, Topeka, was keynote speaker at 
the first convention of the Regional Association of 
Rehabilitation Therapists at Winter Hospital, Sep- 
tember 14. 

* * * 

Dr. J. R. Nevitt has resumed practice in Iola after 
four weeks absence on military duty, assisting in 
processing reserve units into service. 

* * * 

Dr. Norman H. Overholser gave an address on 
child health before the Jefferson School P.T.A. 
group at El Dorado October 5. 

* * * 

Dr. Richard F. Conard, Baxter Springs, recently 
completed a postgraduate course in obstetrics at the 
Cook County Graduate School of Medicine. 

* * * 

Dr. C. V. Black, Pratt, spoke on health, disease 
and medicine before the Pratt Mothers Club on 
October 20. 

, * * * 

Dr. Franklin D. Murphy, dean of the University 
of Kansas School of Medicine, was named one of 
the ten outstanding young men of the nation for 
1949 by the United States: Junior Chamber of 
Commerce. 

* * * 

Dr. H. L. Bogan, Baxter Springs, spoke to the 
Kiwanis Club in that city October 10 and discussed 
ACTH and cortisone and their effects. 

* * * 

Dr. V. G. Henry of the Axtell Clinic, Newton, has 
returned to practice after six months in Boston 
studying anesthesiology at the Lahey Clinic. 

* * * 

Dr. L. E. Peckenschneider discussed socialized 
medicine before the Halstead Lions Club at a recent 
meeting. 

* * * 

Dr. E. W. Donald, Caldwell, announces that Dr. 
Dr. L. F. Kinnan, formerly of Medford, Oklahoma, 
is now associated with the Caldwell Clinic. 

* * * 

Dr. A. E. Hiebert has been named chairman of a 
group of physicians who form the medical division 
of the Red Feather campaign in Wichita. 

* * * 

Dr. Fred M. Tetzlaff, former director of admis- 
sions at the Menninger Clinic, Topeka, reported to 
the Army at Camp Chaffee, Arkansas, October 14. 
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He will be assigned to a mental hygiene consulta- 


tion service unit. 
* * * 


Dr. E. S. Edgerton, Wichita, has been named vice 
chairman of the Sedgwick County unit of the Amer- 
ican Cancer Society. 

* * * 

Dr. Jerome S. Menaker, Wichita, spoke at a meet- 
ing of the Wichita Town Club of Business and 
Professional Women on the subject of “Mental 
Health as it Pertains to Business Women,” on Sep- 
tember 19. 


Dr. LeRoy A. Calkins, chairman of the depart- 
ment of obstetrics and gynecology at the University 
of Kansas School of Medicine, has been named 
president-elect of the American Association of Ob- 
stetricians, Gynecologists and Abdominal Surgeons. 





COUNTY SOCIETIES 





The Reno County Society entertained members 
of medical societies in surrounding counties at a 
dinner meeting at the Officers’ Club, Hutchinson, 
September 14. Fifty-three physicians were present. 
Dr. Paul Schafer, of the University of Kansas Med- 
ical Center, presented a paper, “Splenomegaly and 
Portal Hypertension.” 

* * * 

Members of allied groups were guests of the 
Shawnee County Society at a meeting held at White 
Lakes Country Club, Topeka, October 2. One hun- 
dred fifty physicians, dentists and pharmacists were 
present at the dinner meeting. 

* * * 

Dr. H. D. Palmer, Denver, spoke at a meeting of 
the Sedgwick County Society on October 10. He 
discussed “Malignancy in Infancy and Childhood.” 

* * * 


The Central Kansas Medical Society held its quar- 
terly meeting at Russell September 21 with physi- 
cians from Ellis, Ellsworth and Russell Counties at- 
tending. Dr. George Miles spoke on “Surgery for 
Malignancy,” and Dr. E. Gray Dimond discussed 
“Hypertension.” Both speakers are from the Uni- 
versity of Kansas Medical Center. 

* * * 

Members of the Neosho County Society were in- 
vited to serve as an advisory board to the board of 
trustees of the new Neosho Memorial Hospital, 
Chanute, recently. They were specifically asked to 
formulate plans for the operation of the hospital 
and for the purchase of equipment. 

* * * 

A meeting of the Marion County Society was held 

at Coons Restaurant, Marion, October 4. Dr. A. C. 


Eitzen, Hillsboro, read a paper on his experience 
with the new drug ACTH. 
* * * 

The Jefferson County Society and Auxiliary held 
a joint meeting at the home of Dr. and Mrs. R. R. 
Snook, McLouth, in September. A medical film was 
shown. 

* * * 

The Cowley County Society entertained members 
of the Tri-County Society at a meeting at the Win- 
field Country Club, October 19. The afternoon pro- 
gram included a golf tournament and a skin clinic 
conducted by Dr. J. P. Berger, Wichita, at the State 
Training School Hospital. Following a dinner, a 
scientific program was presented by three physi- 
cians from the University of Kansas Medical Center, 
Dr. Sloan J. Wilson, Dr. Henry Denham, and Dr. 
Harold Grady. They discussed different phases of 
the use of radioactive material in medicine. 

* * * 

The 24th annual golf tournament and skeet shoot 
of the Sedgwick County Society was held at Wichita 
September 22. At the banquet that evening Dr. H. 
Lee Barry was presented the trophy for golf, with 
Dr. E. S. Edgerton as runner-up. Dr. Clayton Scuka 
won the skeet trophy and Dr. Frederick Nyberg won 
second place in that event. 

: * * * 

The Crawford County Society met at Hotel Besse, 
Pittsburg, October 26, and entertained their wives 
at dinner. Dr. C. F. Kittle, of the University of 
Kansas Medical Center, was guest speaker and dis- 
cussed “The Potentialities of Atomic Energy in 
Medicine.” 

* * * 

Members of the Saline County Society enter- 
tained the Golden Belt Medical Society at the Salina 
Country Club, October 12. The program was pre- 
sented by two speakers from the University of Kan- 
sas Medical Center, Dr. Sloan Wilson, who spoke 
on “Recent Advancements in the Treatment of 
Blood Diseases,” and Dr. Robert E. Bolinger, who 
discussed “Clinical Application of ACTH and Cor- 
tisone.” 





DEATH NOTICES 


George E. Seitz, M.D. 

Dr. George E. Seitz, 71, an honorary mem- 
ber of the Saline County Medical Society, died 
in Salina September 14. He was graduated 
from the University Medical College of Kan- 
sas City in 1900, receiving his Kansas license 
in 1901. He practiced in Salina 41 years, and 
after his retirement seven years ago moved to 


Holyrood. 
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THE KANSAS PRESS LOOKS 
AT MEDICINE 


Sacrificing Needed 

At this time when the American people are being 
called upon to make sacrifices in order that full sup- 
port may be given to the Korean war effort, many 
of the Washington planners are unwilling to sacri- 
fice their pet schemes and theories. 

It is perfectly clear that if we are to provide ade- 
quate financing for national defense which will in- 
clude Korean operations and those expected to fol- 
low, cuts must be made elsewhere. It is a time to 
put aside grandiose “welfare state spending” and to 
buckle down to facing the realities of the situation. 

In spite of this, most of the bureaucrats continue 
to press for programs which have no justification 
except in the minds of those who believe that they 
can be used effectively as political weapons. 

Oscar Ewing, head of the sprawling Federal Se- 
curity Agency, says it is his “duty” to lobby for a 
vast federal health program and other expansions of 
the social security field. He overlooks blandly the 
fact that he has the job of administering programs 
authorized by Congress, and that lobbying for pro- 
grams which Congress opposes is outside his juris- 
diction. 

Ewing frequently castigates members of the med- 
ical profession for using their own private funds to 
fight socialized medicine. He implies that the doc- 
tors engaged in this effort are dishonest, and tries to 
indicate that there is something vicious about the 
fight of the medical profession to protect the coun- 
try against the socialization of medicine. Yet Ewing 
himself, at the expense of American taxpayers, ap- 
parently wants the public to believe that it is per- 
fectly proper for him to lobby on the other side of 
the question. 

As a matter of fact, Ewing is wasting money, for 
there is no chance whatever of socialized medicine 
making any progress in Congress at this time. It is 
the same but which now stand revealed for what 
with numerous other “welfare state” projects which 
might succeed in normal times, they really are—ex- 
pensive, unjustified moves which would take us 
down the road of socialism and eventually bring us 
the same troubles which now beset Britain. 

If there were a grassroots demand for such things 
as the socialized medicine scheme and the Brannan 
farm plan it might be different, for the American 
people certainly have the right to what they want, 
irrespective of whether they are wise in reaching de- 
cisions. But the demand for welfare spending comes 
from the bureaucrats and other politicians attempt- 
ing to force these things on the country. ...—Topeka 
Capital, August 16, 1950. 
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Who Smears Who? 

The tendency in “fair deal” ranks to attempt to 
shut off legitimate avenues of publicity for oppo- 
nents continues. The Buchanan committee during 
the last session branded circulators of publicity up- 
holding old-fashioned Americanism as ‘Lobbyists.” 

Now we find John D. Dingell, a Michigan con- 
gressman, circulating a speech he had printed in the 
appendix of the Congressional Record. This is re- 
printed as from the Congressional Record, but carries 
a large headline in big type never used in the Rec- 
ord, which reads, “Help Fight Medical Lobby $20,- 
000,000 Smear Campaign.” The headline never ap- 
peared in the Record, but many people who receive 
the reprint will not know that. 

Actually, according to the president of the Ameri- 
can Medical Association, the association is spend- 
ing $1,110,000 advertising in newspapers, maga- 
zines and radio. 

“We have felt,” said the AMA president—him- 
self a lifelong Democrat—‘that placing medicine's 
story as the doctors see it, in the public press, at the 
doctors’ own expense, is in the finest American 
tradition.” He asked congressmen if they agreed 
with Dingell’s charge that such use of advertising 
is an “Insidious tactic to corrupt the public mind, 
or a proper exercise of free speech.” 

There can be no doubt of the answer from all 
who believe in the rights guaranteed to Americans 
by their constitution. 

“Eternal Vigilance is the Price of Liberty.”—In- 
dependence Reporter, October 11, 1950. 

* * * 
The Doctors Pitch In 

In Wednesday's News-Herald appeared a large 
advertisement sponsored by the American Medical 
association. The same advertisement was printed in 
every other newspaper in the country. In this ad- 
vertisement the nation’s doctors thanked various im- 
portant organizations which had helped them in 
staving off compulsory health insurance thus far and 
advanced their reasons why “socialized medicine” 
should continue to be warded off. 

Whether one favors compulsory health insurance 
or not, the M.D.s are to be congratulated for their 
new enterprise. Traditionally their profession has 
adopted a Wilsonian “too proud to fight” attitude, 
while almost every other social, professional, and 
economic group has been in there fighting to get 
out of the government the things it wanted. 

There is undoubted merit in the medical attitude 
of letting the practitioner's work speak for it- 
self. But the doctors, both individually and organ- 
ized, have carried their ethical concept to the point 
where it has not aided public health and it cer- 
tainly has not enhanced the public’s regard of the 
profession. 
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It is beneficial for everyone to have the Docs, 
for once, pitching frankly and openly in to battle 
for something in which they intensely believe— 
Hutchinson News-Herald and Chanute Tribune, Oc- 
tober 13, 1950. 


* * * 


One-Armed Medicine 
A determined effort is being made by the Admin- 


istration to establish a compulsory Federal medical 
service. The fact that countries already “blessed” 
with such monoplies lack the medical advantages 
of the United States, from the standpoint of prog- 
ress, has not deterred those who favor compulsory 
socialization of the medical profession. 

A sidelight on the issue has just been published 
by the Association of American Physicians and Sur- 
geons. The organization’s “News Letter” contains a 
note written by Dr. William C. Black, of San Diego, 
California, formerly president of AAPS, on his ar- 
rival in New York from a several months’ European 
tour and study of socialism. He says he “stayed in 
Kenilworth, England, for a couple of days... 
Found out the proprietor of the hotel was an an- 
esthetist—specialist—and had quit a year ago, not 
because of pay, but because under the regulations of 
the National Service Act he was not permitted the 
freedom of judgment and action essential to the 
best interests of the patient .. . Rather than do 
sub-standard work he just quit and now makes a liv- 
ing from the hotel . . . He cares for the chickens, 
goats, cows and garden and his wife keeps the 
hotel, cooks and irons.” 

Dr. Black wrote that the physician-hotel pro- 
prietor told him: “This Act had the same effect on 
me, as a physician, as though I had lost an arm or 
gone blind or developed some other physical dis- 
ability which would make it impossible for me to 
do my work properly—Parsons News, October 12, 
1950. 





BOOK REVIEWS 


Physician's Handbook (Sixth Edition). By Marcus 
A. Krupp, Norman J. Sweet, Ernest Jawetz, and 
Charles D. Armstrong, University Medical Publish- 
ers, Palo Alto, California. 380 pages. Price $2.50. 

The sixth edition of the Physician’s Handbook is 
greatly revised from previous editions. A new group 
of authors has assumed resposibility for compilation 
and organization of the large amount of basic 
knowledge included in its pages. The book has been 
expanded considerably in content without sacrifice 
of pocketbook size. Nearly the entire gamut of 
basic procedures, techniques, and information of 
medicine is included. Presentation is concise and 
well organized with good use of graph, illustrative 





and tabular aids. Accessibility of information in a 
hurry is insured by good organization and index 
features. This is an invaluable book for the medical 
student, interne, resident, or practicing physician. 
It may provide needed information rapidly and save 
more time-consuming search of larger volumes.— 
P.G.K. 
* * * 

The National Formulary, Ninth Edition. By Com- 
mittee on National Formulary of the American 
Pharmaceutical Association. Published by Mack 
Publishing Company, Easton, Pennsylvania. 887 
pages. Price $7.50. 

The ninth revision of the National Formulary 
(N.F. IX) is organized along the same general lines 
as the 14th revision of the United States Pharma- 
copeia (U.S.P. XIV), and completes the work of 
bringing these two official books up to date. In- 
clusion of drugs and preparations in the National 
Formulary has been based on usage as well as on 
therapeutic value. In this way official standards have 
been established for drugs that are not in the Phar- 
macopeia. 

A total of 155 new titles have been admitted to 
the N.F. [X; 162 items that were in the old N.F. 
have been omitted, 35 of these having been elevated 
to the U.S.P. XIV. Of the new admissions, 113 are 
from the U.S.P. XIII, and 42 are entirely new to 
the official list. 

New features in the N.F. [X are specifications for 
the disintegration time of tablets, and weight varia- 
tion standards for tablets and dry-filled ampules. 
The general chapter on injections. has;beéh revised. 
The term “injection” has been used instead*of “am- 
pule” to describe sterile solutions for injection. This 
brings the N-F. in line with the terminology that 
was adopted by the U.S.P. XIII. 

In the current revision, as in the U.S.P. XIV, the 
Latin titles have been retained, but are preceded by 
the official English titles. Official abbreviations are 
no longer given in either of the official books, an 
omission that does not meet the approval of this 
reviewer. 

The Formulary and the Pharmacopeia render a 
valuable public service by establishing and promul- 
gating official standards for drugs, as well as legal 
standards for the Federal Food and Drug Admin- 
istration in its enforcement program. Both books 
are remarkably up to date in this era of rapid change 
in drug therapy, and a provision for interim supple- 
ments promises to keep them fully abreast of cur- 
rent progress. 

It is certainly the duty of every physician to be- 
come familiar with the new Pharmacopeia and Na- 
tional Formulary. Most practicing physicians will 
want to acquire the inexpensive pocket-sized “Epi- 
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tome of the United States Pharmacopeia and Na- 
tional Formulary” which should be issued soon by 
the Council of Pharmacy and Chemistry of the 
American Medical Association. A thorough knowl- 
edge and a more extensive use of official drugs and 
preparations will do much to curb the expensive 
and therapeutically indefensible overemphasis on 
proprietary specialty items.—J.D.R. 
* * * 

Sir William Osler Aphorisms. Collected by Rob- 
ert Bennett Bean, edited by William Bennett Bean. 
Published by Henry Schuman, Inc., New York. 159 
pages. Price $2.50. 

This small pocket-sized volume continues to ex- 
pand the justifiably great legend of Sir William 
Osler. It is clearly a labor of love and the material 
provides one further insight into the mind and 
thoughts of the great humanist-physician. 

Contained in’ this volume are a large number of 
aphorisms and»-wise and pertinent sayings, which 
permit us to méasure the breadth of Osler’s interests 
and the widely-flung ramparts of his knowledge. 

In these days when so many of us need to balance 
our professional and scientific exertions with a 
philosophy of life, this small volume, which fits 
equally well in the pocket of one’s coat or on a bed- 
side table, is enthusiastically recommended as a 
member of one’s own library or as an entirely ap- 
propriate gift for a professional friend —F.D.M. 

* * * 

Immortal Magyar: Semmelweis, Conqueror of 
Childbed Fever. By Frank G. Slaughter. Published by 
Henry Schuman, Inc., New York. 211 pages, five 
illustrations. Price $3.50. 

A short story (reading time, three hours), written 
for the general public, of the life of Semmelweis. 
The book recounts his investigations of the cause of 
childbed fever and his recognition of the value of 
antisepsis for its prevention. Like many others, be- 
fore and since, Semmelweis failed in his struggle for 
recognition, partly as a result of the politics of his 
time, as well as the shortsightedness of his contem- 
poraries. Vindication was achieved after his death 
through the work of others, principally Pasteur. 

An entertaining book for those who like bio- 
gtaphical sketches of important men of medical 
history —R.L.N. 

* * * 

History and Trends of Professional Nursing. By 
Deborah MacLurg Jensen. Published by C.V. Mosby 
Company, St. Louis. 365 pages, 61 illustrations. Price 
$3.25. 

In this second edition the author has rearranged 
the content and has added the main trends in nurs- 
ing since World War Il. First the medical, the 
physical, and the social and economic backgrounds 








against which professional nursing has developed are 

discussed. Then the author touches briefly on the 

main events in the development of modern nursing 

from the Nightingale period to the present.—S.P. 
* * * 


The Physician Examines the Bible. By C. Raimer 
Smith. Published by the Philosophical Library, New 
York. 394 pages. Price $4.25. , 

The author, who was formerly a specialist in path- 
ology and clinical laboratory science, is now a physi- 
cian in general practice. His hobby -has been the 
study of the Bible. In his book, “The Physician 
Examines the Bible,” Doctor Smith attempts to an- 
swer questions in regard to the Bible and its rela- 
tion to medical science. Old and New Testaments 
and Apocrypha are presented and compared with 
present day practices. 

Various chapters cover the following subjects: 
Medical Subjects in the Old Testament; Medical 
Notes on the Apocrypha; Alcoholic Liquors and the 
Bible; Can Faith Cure Disease; New Testament 
Medical References; The Scriptures in the Atomic 
Age; and the Temple of the Body. A medical con- 
cordance for the Apocrypha, the Old Testament and 
the New Testament are given at the end of the book. 

This is not a book that one will sit down and 
read straight through. Rather it will be used more 
as a reference book if one is interested in looking 
up specific medical subjects or references in the 
Bible. The whole book is in need of some editing — 
EV.T. 

* * * 

Practical Gynecology. By Walter J. Reich and 
Mitchell J. Nechtow. Published by J. B. Lippincott 
Company, Philadelphia. 426 pages, 187 illustrations. 
Price $10. 

This easily read volume will prove to be popular 
with all practitioners of medicine who are interested 
in diseases peculiar to the female. It may well prove 
to fill the recognized need for a simple text which 
deals entirely with the office practice aspect of 
gynecology. 

The book has grown from the authors’ experiences 
in conducting classes at the Cook County Graduate 
School of Medicine and in the gynecologic out- 
patient clinics of the Cook County Hospital. It has, 
therefore, been written with the needs of the general 
practitioner in mind but. will prove useful to the 
student, interne and resident as well. 

The psychosomatics of gynecology are discussed 
along with the problems of early detection of malig- 
nancy, gynecologic endocrinology, organic and func- 
tional disorders of menstruation. Inflammatory le- 
sions and infections, traumatic lesions, neoplasms 
and other common gynecologic complaints receive 
attention as well as the problems of infertility, and 
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the urinary and gastro-intestinal tracts in relation- 
ship to gynecology. The colored plates and diag- 
nostic charts are of particular interest —T.W.C. 

* * * 

A Textbook of X-ray Diagnosis. Second Edition, 
Volume Ill. Edited by Cochrane Shanks and Peter 
Kerley. Published by W. B. Saunders Company, 
Philadelphia. 830 pages, 694 illustrations. Price $18. 

This volume is one of a set of four textbooks of 
x-ray diagnosis by British authors. The material is 
organized in six major parts. Part One is concerned 
with the diagnostic roentgenology of the alimentary 
tract exclusive of the biliary tract. The latter is dis- 
cussed in Part Two. Part Three is the section on 
the abdomen to include material on the liver, spleen, 
adrenals and pancreas. In Part Four material on 
obstetrical radiology is presented, while Part Five is 
devoted to gynecological radiology. Part Six con- 
cerns the urinary tract. 

The organization of the book is generally satis- 
factory, and a wealth of factual material is presented 
in readable form. As is true with many textbooks, 
however, the answers to specific questions which 
arise may often be lacking. Much good radiographic 
illustrative material is presented, although the repro- 
ductions are not always as clear as could be desired. 

Briefly stated, the book is interesting, well or- 
ganized, neatly printed and illustrated, and substan- 
tially bound. It is deserving of attention as a relia- 
ble text and reference work.—H.H.D. 


ABSTRACTS FROM CURRENT 
LITERATURE 








Identification of Regional Lymph Nodes 
Identification of Regional Lymph Nodes by 
Means of a Vital Staining Dye During Surgery of 
Gastric Cancer. By Joseph Weinberg and E. M. 
Greaney, Surg., Gyn. and Obs., 90, 561-567, May, 
1950. 


The authors describe a technic for staining re- 
gional lymph nodes when doing gastric surgery for 
cancer. Four or five cc. of a two per cent solution 
of pontamine sky blue dye are injected into the 
muscularis of the stomach wall with a fine needle, 
at intervals along the lesser and greater curvatures. 
Within 10 to 15 minutes after the injections, re- 
gional lymph nodes, if normal, have received the 
stain. Cancer tissue within the lymph nodes does 
not stain. The authors provide color photographs 
of a normal node and of the nodes containing can- 
cer and staining only partially. 

Numerous lymphatic anastomoses within the 
stomach wall make it necessary to do a total gas- 
trectomy, along with removal of all adjacent nodes, 
if cancer is to be extirpated. Staining technic fa- 


cilitates this part of the procedure. The dye is said 
to be non-toxic. 

It would appear that this staining technic may 
be useful in many problems of lymphatic distribu- 
tion.—T.P.B. 


* * * 
Subacute Bacterial Endocarditis 
Revised Criteria for Diagnosis and Treatment oj 
Subacute Bacterial Endocarditis. By Charles K. 
Friedberg, Med. Clin. N.A., 760-783, May 1950. 
The author discusses progress made in the treat- 


ment of subacute bacterial endocarditis, which has 
been transformed from an almost universally fata! 


‘Wisease to one with a favorable outlook for recovery 


since the discovery of the antibiotics, particularly 
penicillin. Sulfonamides are credited to a recovery 
rate of five to 10 per cent by the author. 

Several series treated by other authors are re- 
viewed with reference to recovery rates which vary 
from 75 to 85 per cent. A series of 131 reported 
by six groups of authors resulted in 81.7 per cent 
cures. 

In 100 unselected cases at Mt. Sinai Hospital, 
New York City, since the use of penicillin, there 
was a recovery rate of 73 per cent. 

The fatal cases in all reported series fall into one 
of five categories: (1) those fatal despite the isola- 
tion of penicillin sensitive causative organisms, 
(2) cases fatal despite bacteriological cure, (3) 
those due to resistance of the causative organism, 
(4) cases fatal due to errors in diagnosis or delay 
in treatment on account of negative blood cultures, 
and (5) undiagnosed cases. Case reports are cited 
under each of these groups with discussion. 

Strict diagnostic criteria formulated by various 
research groups which evaluate therapy are listed: 
(1) persistent fever, (2) valvular or congenital 
cardiac lesion or arteriovenous aneurysm, as indi- 
cated by organic murmurs, bruits and associated 
phenomena, (3) embolic and vascular lesions, 
notably emboli of major arteries, white centered 
petechia or Osler nodes, (4) positive blood culture. 

Delay in waiting for all of these diagnostic cri- 
teria is sometimes responsible for failures to cure. 

The dosage and administration of antibiotics are 
discussed, particularly with reference to the degree 
of sensitivity of the organism to penicillin. The 
doses varied from 600,000 to 36,000,000 units daily. 

The choice and dosage of other antibiotics are 
discussed. The author recommends that the diag- 
nosis be made whenever a patient with a significant 
cardiac murmur experiences fever for more than 
one week. He suggests that blood cultures be taken 
the first 48 hours and that treatment be instituted 
before the occurrence of embolic and vascular le- 
sions.—C.C.U. 
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THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 
Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DIRECTOR 
PAUL L. WHITE, M.D., F.A-P.A., 
MEDICAL DIRECTOR 
P. O. Box 4008, Austin, Texas 
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(including Radium Applicators) 
FOR ALL MEDICAL PURPOSES 
Est. 1919 
Quincy X-Ray & Radium Laboratories 
(Owned and Directed by a Physician- 
Radiologist) 


Harold Swanberg, B.S., M.D., Director 
W.C.U. Bldg. Quincy, Illinois 




















The Neurological Hospital, 2625 
West Paseo, Kansas City, Missouri, 
a voluntary hospital providing the 
care and treatment of nervous and 
mental patients, and associate condi- 


tions. 











Medical and surgical supplies for Kansas doctors of Medicine and Hospitals 


|Munns Medical Supply Co., Inc. 


512 Kansas Avenue 
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456 New Brotherhood Building 
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PHARMACEUTICALS 

A complete line of laboratory controlled 
ethical pharmaceuticals. Chemists to the 
Medical Profession since 1903. KA-11-50 
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December 5-8—American Medical Association Clinical Session, 
Statler Hotel, Cleveland, Ohio 

December 10-15—36th Annual Meeting, Radiological Society ot 
North America, Palmer House, Chicago, Illinois. 

December 11-13——Postgraduate Course in Therapeutics, 
of Kansas Medical Center. 
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msas Medical Center. 

January 22-23—Sectional Meeting, American College of Surgeons, 
Statler Hotel, St. Louis, Missouri. 

— ry 2—Postgraduate Course in Surgery, including 

Orthopedics and Industrial Surgery, University of 
enon’ Medical ter. 

February 12-14-—Postgraduate Course in Public Health and Pre- 
ventive Medicine, University of Kansas Medical Center. 

February 19-21—Postgraduate Course in Physical Medicine and Re- 
habilitation, University of Kansas Medical Center. 

March 19-22—Postgraduate Course in Internal Medicine, including 
Psychiatry and Dermatology, University of Kansas Medical 
Center. 

April 9-13—-32nd Annual Session, American College of Physicians, 


University 


in Radiology, University of 
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April 30-May 3—-Postgraduate Course in Applied ee Uni- 
versity of Kansas Medical (enter. 


May 14-17—92nd ANNUAL SESSION, 
CIETY, TOPEKA, KANSAS. 
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CLASSIFIED ADVERTISEMENTS 


FOR SALE—G. E. Victor x-ray with developing tank and 
filing cabinet, excellent condition, $500; Hamilton examining 
table with matching instrument cabinet, treatment table and 
sterilizer table, seven chrome chairs with matching table, 
new microscope, five-ton capacity York air conditioner and 
many other articles of office equipment. Write the Journal 
33-50. 


FORSSALE—Cambridge Simplitrol EKG used less than one 
all accessories. Spencer monocular. microscope. Best 
Write the Journal 34-50. 
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FACULTY 


Guest Instructors: 
PAUL T. DE CAMP, M.D., Cepartment of Surgery, Tulane Univer- 
sity School of Medicine, New Orleans 


W. PAUL HOLBROOK, M.D., Internist, Tucson, Arizona 
ROBERT H. WILLIAMS, M.D., Professor of Medicine, University 
of Washington School of Medicine, Seattle 


University of Kansas Faculty: 

E. GREY DIMOND, M.D., Assistant Professor of Medicine 

HARRY L. DOUGLAS, MD., Assistant Professor of Medicine 

LEROY GOODMAN, M.D., Assistant Professor of Obstetrics & 
Gynecology and Oncology. 

WM. H. GOODSON, JR., M.D., Associate in Medicine 

EDW. H. HASHINGER, M.D., Clinical Professor of Medicine 

ELDON S. MILLER, M.D., Assistant Professor of Medicine 

HERBERT C. MILLER, M.D., Professor of Pediatrics 

NICHOLAS S. PICKARD, M.D., Instructor in Surgery. 

DONALD L. ROSE, M.D., Associate Professor of Physical Medicine. 

PAUL W. SCHAFER, M.D., Professor of Surgery 

WILLIAM T. SIRRIDGE, M.D., Associate in Medicine. 

HARRY STATLAND, M.D., Associate in Medicine 

RICHARD L. SUTTON, JR., M.D., Professor of Dermatology and 
Syphilology 

—— B. WEAVER, M.D., Clinical Professor of Surgery (Ortho- 

ics) 
WILLIAM C. YOUNG, PhD., Professor of Anatomy. 





POSTGRADUATE COURSE IN THERAPEUTICS 
12 & 13, 


University of Kansas Medical Center, Kansas City 








1950 


SUBJECTS TO BE DISCUSSED 
The Relation of the Thyroid to Testicular Hormonal Func- 
tion 
The Practical Clinical Use of 
peutics. 
A Simple Outline for Office Management of Diabetes. 
The Treatment of Thyrotoxicosis. 


Male Hormones in Thera- 


Endocrine Treatment Clinic. 
ACTH and Cortisone Therapy Other 


The Prevention and Correction of Deformity in Rheuma- 
toid Arthritis. 


Than in Arthritis. 


Arthritis Treatment Clinic ay 

The Present Status of the Use of Cortisone. a and ACTH in 
Rheumatoid Arthritis. 

The Management of Middle Lobe Opacities in the Lung. 

A Working Program for the Care and Treatment of the 
Hypertensive Patient 

The Recognition and Treatment of Peripheral 
vascular Diseases. 


Neuro- 


Dermatology Clinic 
The Treatment of Fhlebitis and Post->hlebitic Sequelae 
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Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—lIntensive Course in Surgical Technic, Two 
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Surgical Technic, Surgical Anatomy & Clinical Surgery, 
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GYNECOLOGY—Intensive Course, Two Weeks, 
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Days, starting November 29. 
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based on facts—not opinions. It is available DERMATOLOGY—lInformal Clinical Course every two 
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ance it will prove highly profitable to you. 


MIDLAND 


20 W. 9th St. Bldg. Kansas City, Mo. 








AND THE SPECIALTIES 


COOK COUNTY HOSPITAL 


CYSTOSCOPY—Ten Day Practical Course every two weeks. 
PEDIATRICS—Informal Clinical Course every two weeks. 


GENERAL, INTENSIVE AND SPECIAL COURSES IN 
ALL BRANCHES OF MEDICINE, SURGERY 


TEACHING FACULTY—ATTENDING STAFF OF 


Address: Registrar, 427 S. Honore St., Chicago 12, Ill. 
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Established 1917 


THE TROWBRIDGE TRAINING SCHOOL 


A HOME SCHOOL for NERVOUS and BACKWARD CHILDREN 


The Best in the West 


Beautiful Buildings and Spacious Grounds. Equipment Unexcelled. Experienced Teachers. Personal Supervision given 
each Pupil. Resident Physician. Enrollment Limited. Endorsed by Physicians and Educators. Pamphlet upon Request. 


1850 Bryant Building E. HAYDEN TROWBRIDGE. M.D. 
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THE IDEAL Christmas Gift — ’’REX Playground Equipment’ 


Keep the children happy, healthy, safe and enter- 
tained in their own back yard. Give them the in- 
valuable privilege of companionship with other chil- 
dren. Give ‘Rex Playground Equipment’ this year. 


Phone or write for bulletins. 


REX SALES COMPANY 


Oklahoma City 7, Okla. 








Kansas City, Mo. 


Phone 92-2880 





Built strong and sturdy enough for the parents as 
well as children. 


Orders placed NOW can be delivered for Christmas. 
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George Bernard Shaw's Socialism 

The New York Daily News reported an odd bit 
of information on September 13, 1950, concerning 
the late George Bernard Shaw and his broken hip. In 
the hope that this might be of interest and that it 
might be amusing, the Journal reprints this article. 
The humor grows out of the situation involving his 
own hip, not his neighbors. 

George Kicks Karl in Teeth 

George Bernard Shaw, 94-year-old dramatist, trips 
over some pebbles in his British back yard, breaks 
a thighbone, and is shipped to a nearby hospital for 
an operation. 

The old rooster has been a Socialist since the Later 
Bronze Age or thereabout. Socialist medicine is now 
in full blast throughout Great Britain. All ordinary 
medical services are “free,” meaning paid for out of 
taxes, so you get the pleasant illusion that it’s cost- 
ing you nothing when you accept such aid. 

Does Shaw go in for Socialist medicine in this 
case? He does not. He's one of the rotten rich 
whom he has always professionally denounced, and 
stingier with his dough than almost any other living 
wealthy person. Nevertheless, he kicks old Karl 
Marx, founder of Socialism, in the teeth. Shaw de- 
mands a private room at $6.08 a day, for which he 
will have to pay out of his own fishhooked pocket, 
and specialist services, for which he will also have to 
pay. 

When top-drawer Socialists like Shaw, Attlee and 
Bevin can’t take their own brand of Socialist medi- 
cine, just how good or how desirable for anybody 
is that medicine? 


Medical Assistants Meet 

The annual fall meeting of the Kansas Medical 
Assistants Society was held November 19 at the 
Hotel Besse, Pittsburg. Mrs. Berenice B. Asher, 
president, conducted the meeting. 

Dr. W. G. Rinehart, president of the Crawford 
County Medical Society, gave the address of wel- 
come, after which a business session was held. Dr. 
K. J. Bierlein, Pittsburg, spoke on allergies and gave 
a demonstration of office technique in skin testing, 
with a round table discussion following. The lun- 
cheon speaker was Dr. C. H. Benage, Pittsburg, 
president-elect of the Kansas Medical Society. 


The American Pharmaceutical Association has 
initiated action to require the Federal Food and 
Drug Administration to issue a clear-cut regulation 
dealing with renewal of prescriptions. Federal in- 
terpretations of the act under which such work is 
carried on are at variance with interpretations con- 
ceived by’ the officers and council of the pharma- 
ceutical group. The association believes that the 
administration is exceeding its authority. 
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